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ABSTRACT 
The American Occupational Therapy Association (AOTA) supports the expansion 
of Occupational Therapy (OT) in primary care (PC), including specialty areas like 
Obstetrics & Gynecology (OB/GYN) (AOTA Commission of Education, 2017). The 
American College of Obstetrics & Gynecology (ACOG) recommends that physicians 
utilize an interdisciplinary team to address obesity (ACOG, 2016). However, OT’s role in 
OB/GYN is undefined and both disciplines are unaware of this role. The hope of this 
project is to facilitate the integration of OT services into OB/GYN PC teams by defining 
a role for OTs, increasing OTs’ awareness of this role, and contributing to the tools for 
OTs in OB/GYN PC. A webinar will be used to increase OT’s awareness because of their 
convenience, interactivity, and efficacy to increase OT’s knowledge and confidence on a 
subject (Pittman & Lawdis, 2017). 
The Ecology of Human Performance (EHP) framework is used to understand the 
healthcare need. There is an increasing prevalence of overweight/obesity and low rate of 
physical activity (PA) in women of reproductive age (WRA, 19-39 years) (Flegal, 
Kruszon-Moran, Carroll, Fryar, & Ogden, 2016; Melton, Bland, Marshall & Bigham, 
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2016). Therefore, WRA are limited in their performance of health management and 
maintenance tasks that influence obesity (AOTA, 2014). This is a public health concern 
because women with obesity and little PA have an increased chance of developing other 
chronic conditions, having a child with neurodevelopmental conditions and obesity, also 
social stigma and limited performance of life tasks (Mitchell & Saw, 2015; Saliman 
Reingold, Jordan, & Amini, 2013). This population relies on OB/GYNs for their PC 
(Stormo, Mona, Hing, Henderson, & Sawa, 2014). However, OB/GYNs do not routinely 
treat obesity because of self-reported barriers including lack of time/training and 
social/weight bias (Lindheim et al., 2017; Smith et al., 2015). Also, OT’s—who are 
distinctly qualified to address health management and maintenance—are not utilized in 
OB/GYN PC because of both profession’s decreased awareness of OT’s role. This 
project proposes that OTs have a distinct role in OB/GYN PC teams by supporting 
physicians in treating obesity using a context and occupation-based approach, not 
currently utilized, which impacts WRA and future generations.  
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CHAPTER 1: INTRODUCTION 
The American Occupational Therapy Association (AOTA) encourages the 
development and wide acceptance of occupational therapy’s (OT) role in primary care 
(McKenna, 2013) including expanding services into specialty primary care areas that are 
new to occupational therapists (OTs), such as partnering with obstetricians & 
gynecologists1 (OB/GYN) (AOTA Commission of Education, 2017). AOTA also 
acknowledges OT’s valuable role in the emerging niche of obesity2 (Saliman Reingold, 
Jordan, & Amini, 2013).  
Obesity is “a result of complex social, behavioral, cultural, environmental, 
physiological, and genetic factors and impacts participation in life.” (Blanchard, 2012, 
p.S81). Obesity is a major public health concern as the leading modifiable risk factor for 
other serious chronic conditions 3and a contributor to increased healthcare costs4  
(Blanchard, 2012; Center for Disease Control and Prevention, [CDC], 2016a). There is an 
increasing prevalence of obesity among women of reproductive ages 19-39 years in the 
U.S. (Clarke, Schiller & Norris, 2017; Flegal et al., 2016; Ward, Barnes, Freeman & 
Schiller, 2010). Additionally, half of women in the U.S. are overweight before entering 
pregnancy (CDC, 2016c), which increases the risk for a series of health consequences5 
                                                                            1	“Physicians whose primary responsibility is women’s health” (American College of Obstetrics & 
Gynecology [ACOG], 2017).	2	Obesity is “abnormal or excessive fat accumulation that presents a risk to health” (World Health 
Organization [WHO], 2017, para.1).  	
3 Including breast cancer, diabetes, sleep apnea, cardiovascular disease, gynecological and 
musculosketal conditions (CDC, 2010). 
4 “The medical costs for people who are obese were $1,429 higher than those [with] normal weight” 
(CDC, 2016b). 
5 Women who enter their pregnancy with obesity are also increasing their chances for gestational 
diabetes, hypertensive conditions, stillbirth, macrosomia, cesarean delivery, postpartum depression 
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that impact this generation, as well as future generations. Women with obesity may also 
experience weight stigma/bias, psychosocial and societal issues6, as well as limitations in 
performance of daily activities, roles, and meaningful occupations, particularly when 
affected by other comorbidities (Saliman Reingold et al., 2013). Additionally, less than 
30% of women of reproductive age in the U.S. are meeting the recommended weekly 
physical activity and as women get older, have a chronic condition, or become pregnant 
their physical activity tends to decrease (Clarke et al., 2017). Performing the 
recommended physical activity has benefits that go beyond maintaining weight loss long-
term, such as preventing chronic conditions and certain cancers associated with obesity, 
improving mental and physical function, and decreasing the risk of falls—which can be 
dangerous during pregnancy (Brewin & Nannini, 2014; Physical Activity Guidelines 
Advisory Committee, 2018).  
Women of reproductive age 19-39 years, specially in their 20s, rely on OB/GYNs 
for their primary and preventive care than any other primary care provider (PCP) 
(Murthy, 2016; Stormo, Mona, Hing, Henderson, & Sawaya, 2014). Although some OB-
GYNs maintain their traditional role as specialty consultants, more than half of 
OB/GYNs are self-perceived as PCPs for women (Mazzoni et al., 2017). The American 
College of Obstetrics and Gynecology (ACOG) also asserts OB/GYNs role as PCPs of 
age-appropriate preventive care to women (ACOG, 2012; Mazzoni et al., 2017) 
However, ACOG (2016a) revealed that OB/GYNs do not routinely treat overweight and 
                                                                                                                                                                                                                                  
and increasing the risk of birth defects, neurodevelopmental conditions and obesity across the life 
course of the child (ACOG, 2016a; Sanchez et al., 2017).   
6 Fewer housing, work, education and social opportunities due to weight stigma, as well as limited 
access to health care and more days missed at work (Saliman Reingold et al., 2013).	
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obesity for various reasons including lack of time and training, and societal/weight bias. 
Utilizing a team approach to manage the care of patients with obesity is recommended 
(Bleich, Bandara, Bennett, Cooper, & Gudzune, 2015; Montesi et al., 2016). 
Interdisciplinary primary care teams are expected to support physicians in meeting the 
“triple aim” goals of the Patient Protection and Affordable Care Act (ACA; 2010, Pub L. 
111–1487), improving coordination of care, and contributing a valuable service that goes 
beyond what a physician feels comfortable addressing in the limited time allotted per 
patient visit (American Academy of Family Physicians [AAFP], 2012; Grantham, 2017; 
Siebert, 2014).  
In recognition of the needs of patients with chronic conditions and the trends in 
preventive care, OB/GYNs are encouraged to collaborate with non-physician clinicians 
as needed (ACOG, 2016b). As front-line providers8, OTs would be excellent partners in 
assisting OB/GYNs to support clients in adopting the necessary behavior strategies to 
reach their wellness goals. This project proposes that OTs would create valuable 
partnerships within OB/GYN primary care teams, to address lifestyle changes and 
physical activity—topics ACOG recommends are covered during wellness visits9, among 
other health management and maintenance occupations, in women with or at risk for 
obesity (ACOG, 2012). OTs may also help OB/GYNs increase their rate of screening and 
treating obesity, as Dahl-Popolizio, Rogers, Muir, Carroll, and Manson (2017) 
                                                                            
7  Triple aim: improve the quality of care for patients, better the general health of populations, and 
decrease the cost of healthcare for consumers and providers (Roberts et al., 2014). 8	OTs can serve as direct care providers to patients as “consultants, educators, case managers, and 
advocates” (Roberts et al., 2014, p.2). 	9	Well-woman visit: “A full checkup, separate from any other visits for sickness or injury” that is 
typically free of cost with health insurance (U.S. Department of Health and Human Services, 2017).	
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recommends that OTs work at the top of their license---meaning use their full skill-set-- 
which may include streamlining patients, serving as behavior specialists in PC teams, and 
screening, addressing, and referring for mental health conditions, musculoskeletal 
conditions, adaptive devices, and more. In a primary care interdisciplinary team, OTs are 
the most qualified to assess and address how a patient’s daily habits, routines, personal 
abilities, environment, culture, and social roles impact their participation and 
performance of health management and maintenance tasks that influence obesity 
(Arbesman et al., 2014; Burson & Synovec, 2016) (as cited in Villegas, 2016). This is a 
valuable contribution within new primary care models and ACA goals, as AOTA (2012) 
reassures that chronic health conditions can be managed and population health and 
wellness improved when people are able to participate in their meaningful occupations 
(Metzler et al., 2012). 
However, this is an emerging trend in OB/GYN PC and OTs are not currently 
utilized in this setting.  Due to the newness of OTs practicing in primary care, there is 
presently an undefined role for OTs in OB/GYN PC settings and therefore, also a lack of 
awareness of this role by both OTs and OB/GYNs. Therefore, the problem this project 
addresses is twofold: 1) defining a potential role for OT in OB/GYN PC and 2) 
increasing OT’s awareness of this emerging role. Leaders in the profession recommend 
that the first step to promote OT in an emerging practice, such as this, is to continue to 
define and educate OTs of their role (Farmer, Prestwich, & Muir, 2013; Koverman, 
Royeen, & Stoykov, 2017). One evidence-based way to educate health care professionals 
about an emerging topic in their practice is through an interactive online continuing 
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education seminar, also known as a webinar (Boyle et al., 2013; Pittman & Lawdis, 
2017). Therefore, the proposed intervention is a continuing education webinar for 
occupational therapists titled, Forming Partnerships with Obstetricians & Gynecologists: 
Exploring Occupational Therapy’s Role in the Primary Care of Women. The long-term 
hope of this webinar is to facilitate the integration of OT services into the primary care of 
women by achieving the following primary and secondary outcomes. The primary 
outcomes are: 1) defining a potential role for OTs in a partnership with OB/GYNs and 2) 
increasing OTs’ awareness (or knowledge) of their role in the PC of women. The 
secondary outcomes are: 3) contributing to the educational tools for future practice in 
OB/GYN PC and 4) increasing OTs’ self-efficacy in promoting their role in this setting to 
other OTs.			
It is important to note that each primary care setting is unique in its operating 
model and the role of each health professional in the team (Krpalek & Javaherian 
Dysinger, 2017). Therefore, the role of OTs will vary depending on the needs of the 
team, the reimbursement models, and the needs of the patient population. Moreover, there 
are emerging areas of need for OTs to fill in OB/GYN settings that go beyond the scope 
of this project. For example, OT services have a valuable role in the new postpartum 
OB/GYN visits designed to provide additional support to well women (e.g. returning to 
their self-care routines and transitioning to mothering occupations) using an 
interdisciplinary team (Loesche, 2018; Martin, 2018). Therefore, this project hopes to 
provide one of the many potential models of practices that can be used within an OT and 
OB/GYN partnership.   
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The theoretical and evidence basis to understanding the problem and the proposed 
solution, as well as the details (including evaluation, funding, and dissemination plans) of 
the proposed intervention, Forming Partnerships with Obstetricians & Gynecologists: 
Exploring Occupational Therapy’s Role in the Primary Care of Women, will be 
discussed in the chapters that follow.  
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CHAPTER 2: THEORETICAL AND EVIDENCE BASE TO SUPPORT THE 
PROPOSED PROJECT 
This chapter describes the theoretical and evidence base to support the proposed 
intervention. There are five main sections in this chapter: The first section is an overview 
of the background and the second section describes the scope of the problem. The third 
section discusses the theoretical framework to understand the problem, followed by the 
fourth section, which summarizes the evidence to support the explanatory model of the 
problem. Lastly, the fifth section summarizes the evidence to support the webinar 
intervention/project, as well as current approaches used to address the problem.  
Background 
During a preventive care visit, it is the recommendation of the U.S. Preventive 
Services Task Force (USPSTF) and of the American College of Obstetrics and 
Gynecology (ACOG) that all adults be screened10 and receives treatment for obesity 
(ACOG, 2016a). However, OB/GYNs do not routinely treat this condition (Lindheim et 
al., 2017; Stormo et al., 2014; Yamamoto, McCormick & Burris, 2014) due to self-
reported barriers including: lack of time, inadequate training and skills, lack of patient 
interest, cultural differences, concern for sensitivity of the topic, and difficulty counseling 
patients with lower education or income level; As well, negative attitudes toward patients 
with overweight/obesity and their ability to maintain weight loss (Smith et al., 2015; 
Whitaker, Wilcox, Liu, Blair & Pate, 2016). In addition, senior OB/GYN residents 
express decreased knowledge, self-efficacy and lower professional norms toward obesity, 
                                                                            
10 Body Mass Index (BMI) is a screening tool [weight (kg) divided by height (m2)] for overweight 
(BMI= 25 to <30 kg/m2) and obesity (BMI=30 kg/m2 and above) (CDC, 2016a). 
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nutrition and physical activity (ONPA) counseling in comparison to Family Medicine 
residents (Smith et al., 2015). Furthermore, primary care providers’ (PCPs) self-efficacy 
to provide diet and exercise counseling and probability to engage their patients in weight 
loss counseling was also influenced by their own BMI and health behaviors (Bleich, 
Bennett, Gudzune, & Cooper, 2012), as well as conflicted feelings about their own body 
weight and image (ACOG, 2016a).  
In order to overcome some of these barriers in preventive and population-based 
initiatives, such as obesity prevention in primary care, utilizing a team approach with 
allied health professionals (AHPs), such as occupational therapists (OTs), to manage the 
care of patients with obesity and other chronic conditions is best practice. However, it is 
important to note that non-physician health care professionals also express barriers 
(weight stigma, limited training, limited time) in their self-efficacy to counsel and treat 
patients with obesity (Bleich et al., 2015). Therefore, in addition to using an 
interdisciplinary team, another best-practice recommendation is for physicians and AHPs 
to receive education on the care of obesity, such as through continuing education or as 
part of their program’s curriculum (Bleich et al., 2015).  
In recognition of the needs of patients with chronic conditions and the trends in 
preventive care, some OB/GYNs are already using team care with non-physician health 
professionals, mainly nurses, midwives, medical assistants, pharmacists, 
dietician/nutritionists, and social workers (ACOG, 2016b). However, this is still an 
emerging practice (Lawrence, 2017) and a team model with OTs is not currently utilized 
in OB/GYN settings. OB/GYNs may be underutilizing OTs because of their limited 
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awareness of OT’s role and skill-set in PC, as this is a barrier reported by other PCPs 
(Dahl-Popolizio & Muir, 2017). According to a study by Dahl-Popolizio & Muir (2017), 
both OTs and PCPs expressed similar perceptions – they would be receptive to OTs 
joining PC teams if they were better informed of OT’s role in PC and if reimbursement 
was not an issue. The newness of team models in primary care is also one contributing 
factor for why OTs have a limited presence in primary care, along with an undefined role 
and OT’s limited awareness of their potential in OB/GYN settings (Koverman et al., 
2017). To overcome these barriers, as well as inform practice and secure reimbursement, 
OTs are encouraged to review their scope of practice to use their full skill set or practice 
at “the top of their license” (Dahl Popolizio et al., 2017, p.4), inform PC stakeholders 
(including OB/GYNs) of their role, as well as contribute to the research on OT 
assessments, outcomes and educational material in this area (AOTA Commission of 
Education, 2017; Koverman et al., 2017; McKenna, 2013). 
Scope of the problem: 
Collectively, these factors contribute to a gap that exists in the primary care of 
women, as there are missed opportunities to screen, counsel, educate and refer women for 
services that address contextual and behavioral barriers that influence obesity. OTs would 
make excellent partners to assisting OB/GYNs address this gap, as they are distinctly 
qualified to implement individualized, “meaningful and effective” interventions that 
promote healthy lifestyle changes by assessing psychosocial, physical, environmental, 
spiritual, and cultural facilitators and barriers to a woman’s role and participation in daily 
life habits that influence obesity (Saliman Reingold et al., 2013, p. 41). This applies 
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particularly to adult females within reproductive ages of 19 to 39 because of the 
population’s high prevalence of obesity (Flegal, Carroll, Kit, & Ogden, 2012), including 
prior to a pregnancy (CDC, 2016c; Dudenhausen, Grunebaum, & Kirschner, 2015), and 
they often rely on OB/GYNs, specially women in their 20’s, for primary and preventive 
care in comparison to family physicians (Murthy, 2016; Petterson, Bazemore, Phillips, & 
Rayburn, 2014; Stormo et al., 2014).  
While the etiology of obesity is “complex and multi-factorial” (Mitchell & Shaw, 
2015, p.297), ACOG (2016) recommends that conservative treatment of obesity include 
increasing physical activity and adopting healthy lifestyle changes (such as meal 
planning) – which would address personal behavioral factors. Moreover, obesity research 
also credits environmental and societal barriers as “key drivers of obesity”, especially 
among underprivileged populations (Bleich, 2015,p.6). In primary care teams, which may 
include qualified, collaborative professionals such as dietician/nutritionist, psychologist, 
nursing and occupational therapists, OTs are the most distinctly qualified professionals to 
collaborate with the patient to address how their daily habits, routines, personal abilities, 
and context (environment and society) impact her participation and performance of the 
physician recommended physical activity and lifestyle changes. However, OTs are not 
currently utilized in OB/GYN PC teams. Therefore, if women are not being routinely 
treated for obesity in PC and these barriers are not addressed, then their participation in 
health management and maintenance (e.g. physical activity) tasks may be decreased. 
Consequently, this contributes to the poor management of obesity and its comorbidities 
across the life course 
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Framework to understand the problem: 
 
Figure 2.1 Explanatory Model of the Problem  
Context
Task Performance
Limited performance
range of wellness
occupations (e.g. leisure
PA, meal planning, stress-
management) contributes
to poor care of obesity.
 Obstetrician &
Gynecology physicians
(OB/GYNs) do not
routinely counsel for
obesity due to societal/
weight biases, limited
training & lack of time.
Women of
reproductive ages
19 to 39 have a high
prevalance of
overweight/obesity &
rely on
OB/GYNs for
primary &
 preventive care.
 Primary care (PC)
team models with
Occupational
Therapists (OTs)
are not utilized in
OB/GYN settings.
OTs have limited
presence in PC of
women, along with
an undefined role &
limited awareness of
their potential in
OB/GYN settings and
in the care of obesity.
Person
Decreased
participation in
physical activity (PA)
& healthy lifestyle
habits (e.g. meal
planning tasks)
Missed opportunities in
PC to counsel, intervene,
or refer for services that
address contextual &
behavioral barriers that
influence obesity in
women & future
generations.
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of women, their offspring, and of future generations (Saliman Reingold et al., 2013). 
The problem addressed in this doctoral project can be further explored using the 
Ecology of Human Performance (EHP) framework (Dunn, Brown & McGuigan, 1994) 
because it provides a guide to understand and facilitate occupational performance, which 
is of primary concern to an occupational therapist—the main audience for this course.  
Moreover, EHP merges theories from ecological, social, and occupational sciences, 
which may prove ideal to understanding the multi-factorial etiology of obesity in women 
and the barriers present in health care (Blanchard, 2012; Mitchell & Shaw, 2015).  
The framework includes four constructs—person, context, task, and 
performance—which may be easily integrated into a multidisciplinary primary care team, 
as it purposely uses the term “task”, rather than occupation, for ease of use by professions 
outside of OT (Kramer, Hinojosa, & Royeen, 2003). The framework states that a person 
exists within context and has unique experiences, abilities and skills (that include 
sensorimotor, psychosocial and cognitive). Context includes social, cultural, physical, and 
temporal factors and context may be either natural or contrived (such as in a person’s 
home versus a clinical setting). EHP assumes that context and person are dynamic, 
impact one another, and cannot be understood separately. It also assumes that a person 
derives meaning from context to transform tasks into occupations. Tasks are defined as 
“sets of behavior necessary for goal attainment” (Dunn et al., 1994, p.599), there is an 
unlimited number that exist within context, and are chosen by a person depending on role 
or intrinsic skills and abilities. Lastly, task performance is viewed as a range of the type 
and quantity of tasks available to a person depending on their skills and abilities and the 
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contextual barriers or supports. Therefore, EHP assumes that task performance is affected 
by the person-context connection, performance may vary depending on natural or 
contrived contexts, and occupational performance can only be comprehended through 
context. In this case, the person, adult women of reproductive ages 19 to 39, who as a 
population have a high prevalence of obesity and often rely on OB/GYNs for their 
primary and preventive care (especially ages 20-29), exist within a context where their 
opportunities for receiving counseling, education or referral for other services to address 
contextual and behavioral barriers associated with obesity are limited in primary care 
(PC). This factor is influenced by OB/GYNs not routinely treating obesity due to lack of 
time, skills, and societal biases (ACOG, 2016). It is also influenced by OB/GYN’s 
underutilization of a team model that includes OTs—frontline health providers that are 
uniquely qualified to address contextual and behavioral barriers to occupational 
performance. Underutilization of OTs in OB/GYN settings is influenced by OT’s limited 
presence, undefined role, and OT’s and OB/GYN’s limited awareness of OT’s value and 
potential in OB/GYN settings.  These contextual factors in the current healthcare system 
limit women’s participation in health management and maintenance tasks that are 
recommended to prevent and manage obesity, such as increasing physical activity and 
meal planning. This in turn, may contribute to women’s poor occupational performance 
of self-managing obesity across their life course and that of their offspring.  
Lastly, the framework also guides OTs to incorporate context during 
interventions, which is valuable for an educational course that aims to address the 
integration of OT in a new primary care setting, OB/GYN, which requires examples of 
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interventions, outcome measures, and redefining of OT’s role (Koverman et al., 2017). 
The therapeutic interventions include Establish/Restore, Prevent, Adapt, Alter, and 
Create. The intervention strategy chosen to address this problem is prevention, which 
anticipates a problem occurring and “changes the course of activities to increase positive 
outcomes […] and prevent occurrence or evolution of maladaptive performance in 
context” (Dunn et al., 1994, p.604).  Therefore, integrating a collaboration between 
OB/GYNs and OTs into the current primary care context may serve to prevent poor 
performance of the management of obesity in the primary care of reproductive aged 
women, without which, decreased obesity screening and treatment within this setting is 
expected to continue. It is hoped that through this partnership, contextual and behavioral 
barriers that limit women’s occupational performance of health management and 
maintenance tasks (e.g. meal planning, physical activity, reducing health risk behaviors, 
medication routines (AOTA, 2014) that influence obesity may be addressed at a 
preventive and population level among women of reproductive age to improve health 
outcomes for women and for future generations. 
Summary of evidence to support the explanatory model:  
A literature search was conducted in order to assess the proposed explanatory 
model. The following questions were used to guide the search: 
1. What is the prevalence of obesity and physical activity among women of reproductive 
age?  
2. Do women of reproductive age rely on OB/GYNs for preventive and primary care? 
Do OB/GYNs routinely counsel or treat for obesity? What barriers and perceptions 
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influence OB/GYN’s treatment of obesity in this setting?   
3. Do OB/GYNs utilize occupational therapists in team models? What barriers and 
perceptions of OB/GYNs and OTs influence adoption of OTs in primary care? What 
information/awareness do OTs have about their role in OB/GYN or PC?  
The databases used for this search were Cumulative Index of Nursing and Allied 
Health Literature (CINAHL), PsycINFO, PubMed and Academic Search Premier for 
their access to peer-reviewed studies or academic journals in the medical, allied health, 
and behavioral sciences. The following key words were used: “trends”, “United States”, 
AND “family physician”, AND “obstetrics and gynecology”; "Preventive Health 
Services"[Mesh]) AND "Women's Health Services"[Mesh] AND “United States” 
[Mesh]; “trends” AND “women” AND “obesity” OR weight gain AND “United States”; 
“Counseling” AND “preventive” AND “women” AND “weight” AND “Obstetrics” OR 
“gynecology” AND “obese” OR “obesity” AND “weight intervention” OR “weight 
management”; “Obstetrics and gynecology” OR “provider” AND “obese” OR “weight 
gain” AND “counseling” AND “women” AND “Primary care” AND “team” AND 
“obstetrics and gynecology”; “Primary care team” OR “interdisciplinary team” AND 
“primary care setting” OR “obstetrics and gynecology”; “collaborative care” AND 
“weight” AND “obesity” AND “primary care”; “Occupational therapy” AND “primary 
care”. The literature search spanned 2013 through 2017.  
The literature shows a rising trend in the prevalence of obesity in American 
women ages 20 years and older from 2005 to 2014 according to data from the Center for 
Disease Control and Prevention (CDC) and the National Center for Health Statistics 
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(NHANES) (Dudenhausen et al., 2015;Flegal et al., 2016). National records of birth 
certificates from the CDC between 2011 and 2012 show that 48% of women in the U.S. 
were overweight11 at the start of their pregnancy and 48% were above the 
recommended12 weight gains during pregnancy (Dudenhausen et al., 2015). The trend 
applies to non-pregnant women as well; the trends show that women experience a greater 
prevalence of obesity than men in the U.S. (Flegal et al., 2016). When comparing 
national data from 2010 to 2017, the percentage of women (ages 20 to 39 years and 40 to 
59 years) with obesity has increased from 23.9% and 31.9% in 2010 to 29.2% and 35.5% 
in 2017, respectively (Clarke, Schiller & Norris, 2017; Ward, Barnes, Freeman & 
Schiller, 2010). Additionally, between 2011-2014, 21% of females, ages 12 to 19 years 
old, were considered overweight or obese (ACOG, 2016a). Therefore, obesity is affecting 
young girls at the start of the reproductive age and the prevalence of overweight and 
obesity among women increases with age.  
The literature also shows that adult women (including women with chronic 
conditions) have a lower prevalence of sufficient aerobic leisure-time physical activity 
(LTPA) compared to men (including men with chronic conditions13) and it tends to 
further decline or cease during pregnancy, after childbirth and with increasing age 
because of barriers including lack of time, lack of social support, concern for worsening 
condition, and decreased engagement (ACOG, 2015; Brawner, Churilla, & Keteyian, 
2016; Dietz et al., 2015; Melton, Bland, Marshall & Bigham, 2016). Less than half 
                                                                            
11Based on their Body Mass Index (BMI) of 25-29.9 kg/m2.  
12 Based on the 2009 Institute of Medicine gestational weight guidelines, which outline a range of 
gestational weight gain recommendations based on a woman’s preconception weight.  
13 With the exception of adult males with stroke and chronic obstructive pulmonary disorder. 
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(31.7%) of women of reproductive ages, 18 to 47 years, met the federal recommended 
guidelines14 for physical activity (PA) and significantly fewer (8.7%) met the 
recommendations for strength training in a study (n=325, mean age=26) conducted in two 
U.S. rural OB/GYN clinics (Melton et al., 2016). The latest national data also shows a 
similar trend: as of June 2017, the percentage of females, ages 18 to 24 and 25 to 64 
years, that met the 2008 federal PA guidelines for aerobic and muscle-strength LTPA was 
27.0%—close to half of what it was for males of the same age (43.5%)-- (compared to 
57.4% for aerobic LTPA) and 21.4% (compared to 52.1% for aerobic LTPA) respectively 
(Clarke et al., 2017). Therefore, less than 30% of reproductive age women are 
incorporating muscle-strengthening activities as recommended, which has been shown to 
increase bone density and resting metabolic rate, thereby reducing fat, as well as improve 
physical performance, movement control, walking speed, functional independence, 
cognitive abilities, and self-esteem (Westcott, 2012). It is worth noting that self-reported 
PA is a limitation to consider in the data from the national surveys and studies because 
research shows inaccuracy in one’s recall of previously performed PA (which may be 
over or under estimated) and a more objective measure (e.g. pedometer) is recommended 
for future studies (Melton et al., 2016).  
Furthermore, data from Healthy People 2020 suggest increasing the number of 
adults that meet the recommendations for PA by the year 2020 remains relevant (Office 
                                                                            
14 The 2008 Physical Activity Guidelines for Americans issued by the U.S. Department of Health and 
Human Services (DHHS) recommends at least 150 min a week of moderate-intensity aerobic 
(endurance) PA or 75 minutes a week of vigorous-intensity aerobic activity, as well as muscle-
strengthening (resistance) activities of all major muscle groups on 2 or more days a week (Office of 
Disease Prevention and Health Promotion [ODPHP], 2017a).  
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of Disease Prevention and Health Promotion [ODPHP], 2017b). Physical inactivity is one 
of the leading risk factors for early mortality, as well as maternal obesity and gestational 
diabetes mellitus (ACOG, 2015). Therefore, PA and regular exercise15 within the 
recommended DHHS 2008 guidelines, is recommended in all stages of life and among 
various populations for its benefits that go beyond weight loss, such as to improve 
cardiorespiratory fitness, reduce blood pressure, improve insulin sensitivity and glucose 
tolerance and maintain long-term weight loss (ACOG, 2015; Dietz et al., 2015). The 
recommended amount of exercise in adults has also been linked to lower incidence of 
breast cancer, improved brain health and physical function (i.e. improved cognitive 
function, sleep, reduced feelings of anxiety and depression), reduced incidence of falls 
(such as during pregnancy) and postpartum depression, and improved quality of life and 
reduced pain among people with osteoarthritis (Brewin & Nannini, 2014; Physical 
Activity Guidelines Advisory Committee, 2018). 
Due to the increased prevalence in obesity and decreased prevalence of PA in 
women of reproductive age, assessment and counseling for these matters through the 
health care system is a priority (Brawner et al., 2016; Melton et al., 2016; Yamamoto et 
al., 2014). Evidence shows that women rely on OB/GYNs for primary and preventive 
care and that OB/GYNs do not routinely treat obesity. Reviews of nation-wide trends in 
visits made to outpatient centers and physician’s offices between 2002 to 2011 reveal the 
following: women who are younger and of reproductive age (18 to 49) make more visits 
                                                                            
15 “Physical activity consisting of planned, structured, and repetitive bodily movements done to 
improve one or more components of physical fitness” (ACOG, 2015, p.2). 
		
19 
per year to an OB/GYN exclusively or more often than to a general physician (GP)16, 
women ages 20 to 39 made more visits to OB/GYNs than Family Physicians (FP) in 2016 
and women are receiving their preventive care or general check-ups almost equally from 
OB/GYNs as FP (44% to OB/GYNs; 56% to other GP) (Petterson et al., 2014; Stormo et 
al., 2014). Data from Amino’s insurance claims database (which covers nearly every 
doctor and facility in the U.S. and includes experiences of 220 million patients), also 
shows that women, especially in their 20s, are making more visits to OB/GYNs than any 
other GP (Murthy, 2016). However, a decreasing trend in diet discussions among PCPs 
was found in one study comparing 150 patient charts (n=50 charts of women with 
overweight/obesity seen by OB/GYNs) from 2011 to 2015 (Lindheim et al., 2017). 
Overall, the rate of counseling for diet and PA during preventive care visits to OB/GYNs 
is lower in comparison to other PCPs (82% of visits to OB/GYN and 74% of visits to GP 
did not include dietary modification and physical activity counseling) and the rate of 
counseling decreases even more for women during their pregnancy (Linheim et al., 2017; 
Melton et al., 2016; Yamamoto et al., 2014). Researchers found that when counseling 
does occur, the advice is inconsistent with Institute of Medicine (IOM) (2009) guidelines 
and that most patients would like more detailed advice (Whitaker et al., 2016). It should 
be noted that lifestyle interventions to limit gestational weight gain are most effective in 
the preconception and post-partum periods, likely due to the complex changes in 
hormones that occur during pregnancy, highlighting the urgent need for more emphasis 
on obesity prevention and health promotion in women across all reproductive ages 
                                                                            
16 Family physician (FP) or General Internist (GI)	
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(Hanson et al., 2017). Therefore, rather than “ignoring the issue or providing incorrect 
information” (p. 3), ACOG (2016a) recommends counseling on obesity as an important 
“teachable moment” that has shown to be efficacious in influencing a patient to lose 
weight or increase their self-efficacy for weight loss and changing behaviors. Moreover, 
pregnancy and post-partum are “opportune times” when women are in frequent contact 
with health care providers and women tend to be highly motivated to adopt a healthy 
lifestyle and make behavior modifications (ACOG, 2015, p.5). 
Although weight gain counseling is perceived positively by most patients and 
OB/GYNs perceive that they often counsel on weight gain, PA, and nutrition during 
prenatal visits and agree on its importance, providers admit the following contextual 
barriers to discussing lifestyle changes with their patient: inadequate training, concern 
about sensitivity of the topic, lack of patient interest/motivation, and lack of time 
(Lindheim et al., 2017; Whitaker et al., 2016), as well as the following societal and 
weight biases, cultural differences, difficulty counseling patients with lower education or 
income level, negative attitudes toward patient’s ability to maintain weight loss, lower 
professional norms toward obesity counseling (Smith et al., 2015), and conflicted feelings 
about their own body weight and image (ACOG, 2016a). In conclusion, the trends among 
women of reproductive age in the U.S. show a rise in obesity, low prevalence of PA, and 
more visits to OB/GYNs for their primary and preventive care, sometimes exclusively or 
almost equally in comparison to a FP—and they may be at risk for less comprehensive 
preventive counseling services on obesity due to societal/weight biases and PC contextual 
barriers.  
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 Due to the barriers identified by primary care physicians (PCPs) to treat obesity, 
the U.S. Preventive Services Task Force (USPSTF) recommends that PCPs consider 
using an interdisciplinary team as an effective way of meeting USPSTF requirement of 
screening all adults for obesity and treating or referring people with obesity to behavioral 
interventions (Bleich et al., 2015; Moyer, 2012). A review of the literature also supports 
the effectiveness of interdisciplinary lifestyle modification programs for promoting long-
term17 weight loss in individuals with obesity and management of obesity-related 
complications (Montesi et al., 2016). A study on new and emerging trends in OB/GYN 
shows that collaborative models of care may become a major practice model for 
OB/GYNs in order to adapt to changing patient demographics, as well as changing 
government and reimbursement policies (Lawrence, 2017). Presently, the ACOG 
recommends that OB/GYNs address obesity by 1) screening for risk factors, 2) 
motivational interviewing/counseling on health behaviors to promote weight loss through 
diet, exercise, and behavioral strategies and 3) addressing pharmacological and surgical 
interventions, as needed (ACOG, 2016a). Furthermore, ACOG identifies the following 
AHPs as potential OB/GYN team members including: registered dieticians/nutritionists, 
pharmacists, physician assistants, anesthesiologists, certified diabetes educators (CDE), 
registered nurses and nurse specialists that may serve in clinical and non-clinical roles 
(e.g. team managers, clinical care coordinators) (ACOG, 2016b). However, a survey of 
500 potential AHPs that may be suitable to address obesity in PC (i.e. nutrition, nursing, 
behavioral/mental health, exercise, and pharmacy) showed that nurse professionals were 
                                                                            
17 Weight loss was defined as 5 to 10% of baseline weight and long-term as at least one year. 	
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most likely (43%) to practice in PC teams (Bleich et al., 2015). OTs were not identified 
in the literature as professionals in OB/GYN teams because of OT’s emerging role in PC 
settings in the U.S., which influences the limited knowledge that PCPs and OTs have 
about OT’s role and value in PC teams, as well as the available research to support OTs 
in PC (Dahl-Popolizio & Muir, 2017; Koverman et al., 2017). Yet, OTs are distinctly 
qualified to assist physicians in addressing personal and contextual barriers to behavior 
change related to health management routines (Dahl-Popolizio et al., 2017). OTs are also 
of value in PC teams as front-line providers that can streamline patients for behavioral 
and functional needs, increase patient engagement and assess/modify clinic environment 
to be weight inclusive for improved access by women with obesity (Dahl-Popolizio, 
2017; Dahl-Popolizio et al., 2017; Kornbleau 2016). 
While the inclusion of OTs in OB/GYN settings to address obesity in women 
remains a futuristic opportunity (Saliman Reingold et al., 2013), OTs are currently 
addressing obesity in other settings including bariatric rehabilitation centers (Allen, 2015; 
Hurley & Hoffpauir, n.d.), using meal planning interventions for clients with chronic 
conditions in a Family Medicine Practice at Loma Linda University (Krpalek & 
Javaherian Dysinger, 2017), and creating courses on obesity and bariatric care for health 
care professionals (Phillips, 2017). A handful of other examples of OTs working in PC in 
the U.S. (not including OB/GYN) were identified, such as in community centers (Austin-
McCain, 2015), in Federally Qualified Health Centers (FQHC) affiliated to universities 
(Waite, 2014), and in Veteran’s Health Association Home Based Primary Care (Benthall, 
2016). Moreover, the effectiveness of an OT-led program to improve activity 
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participation and performance, self-efficacy, health related quality of life and goal 
attainment in adults with multimorbidity was demonstrated through a randomized control 
trial conducted in a Dublin PC setting (Garvey, Connolly, Boland, & Smith, 2015). 
Still, most research shows OTs in PC continues to be an emerging field, as there 
is “lack of presence in this setting” (Koverman et al., 2017, p.8), and barriers to the 
inclusion of OT in various PC settings includes physician and OT uncertainty about what 
services OTs can contribute in PC and how these will be reimbursed (Dahl-Popolizio & 
Muir, 2017; Koverman et al., 2017). Moreover, according to investigators, there is 
limited research available to understand how allied health professionals can be used in 
real practice to provide weight loss interventions (Bleich et al., 2015). Similarly, more 
evidence on patient experience and outcomes of OT interventions in PC may be needed 
to advance OT’s role in this setting (Dahl-Popolizio & Muir, 2017; Koverman et al., 
2017).  
In conclusion the review of the literature shows that there are missed 
opportunities in the PC of women, ages 19 to 39 years old, to address contextual and 
behavioral barriers limiting occupational performance of self-managing obesity (as 
evidenced by the rise in obesity and low prevalence of PA among this population). This 
missed opportunity may be due to OB/GYNs not routinely treating obesity due to societal 
biases and contextual barriers. Moreover, OTs -- frontline health providers that are 
distinctly qualified to address contextual and behavioral barriers to occupational 
performance—are not utilized in OB/GYN teams because of OT’s and PCP’s limited 
awareness/understanding of OTs role and potential in this setting.  
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Evidence to Support the Project  
The problem addressed in this project is to define a role for occupational therapists 
in a partnership with obstetrics & gynecology primary care practitioners in the care and 
prevention of obesity in women of reproductive age, and secondly, to increase OT’s 
awareness of this emerging role. A literature search was conducted to assess the 
approaches currently implemented to address this problem. The following questions 
guided the search:  
1. What are the non-surgical/pharmacological evidence-based (EB) recommendations 
for prevention and care of obesity or increasing physical activity (PA) in WRA within 
OB/GYN? What is the evidence of their effectiveness and limitations? What features 
of the interventions are most associated with behavior change or clinically significant 
weight loss (CSWL) in WRA with or at risk for obesity? What providers are 
delivering the interventions? 
2. What are effective interventions or best-practice tools used to increase awareness and 
competence in evidence-based practice among health practitioners? Considering the 
emerging practice and, consequently, OT’s limited awareness of their role in 
OB/GYN, what should be done to increase OT’s awareness of their role in PC of 
women with or at risk for obesity?  
The main databases used for this search were Cumulative Index of Nursing and Allied 
Health Literature (CINAHL), PsycINFO, PubMed, Academic Search Premier, and 
Education Resources Information Center (ERIC) for their access to peer-reviewed studies 
in the medical, allied health, behavioral, and pedagogical sciences. The following key 
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words were used: "counseling" AND physical activity OR (weight loss or weight 
reduction or lose weight) AND primary care providers; “obstetrics and gynecology or 
primary care physicians” AND  “treatment or intervention or therapy” AND “obesity in 
the united states”; “prevention or intervention or treatment or program” AND “physical 
activity or exercise counseling” OR “weight counseling”; “Increasing physical activity or 
exercise counseling OR weight counseling; Primary care physicians AND physical 
activity OR weight AND counseling; “Online Courses” AND “professional 
development” ; ("occupational therapist" OR "occupational therapy" ) AND "primary 
care" AND ( awareness or education or knowledge ) OR "integration" ; “occupational 
therapy” AND  “continuing education courses” AND “primary care” ; “obesity” AND 
“women”; “primary care” AND “role”;  “professional development” ; ("Occupational 
Therapy"[Mesh]) AND "Education, Continuing"[Mesh]). The literature search spanned 
2010 through 2018. 
Based on the literature review, increasing physician and allied health professional 
education and facilitating information available to providers via technology are two 
evidence-based recommendations to increase provider awareness, competence, and 
probability of use of EB training in clinical practice. It is known that additional training 
in the care of patients with obesity is needed among health care providers, including OTs-
-who identified requiring education/training, resources for clients, and additional time as 
barriers to advising on weight management (Lang et al., 2013). Although an association 
between increased knowledge and increased rates of treatment of obesity requires further 
study, findings from systematic reviews show that educating health professionals is 
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recommended to increase the rate of treatment and is expected to produce greater weight 
loss in patients, compared to standard care (Kirk, Penney, McHugh, Sharma, 2012). 
Studies also found positive effects on physician training to increase patient report of 
receiving PA information (Melton et al., 2016), as well as increased PC resident’s 
knowledge and self-efficacy for obesity, nutrition, and physical activity (ONPA) 
counseling (Dietz et al., 2015, Smith et al., 2015). Training PCPs in Motivational 
Interviewing (MI)18 and the 5 A’s framework19 has been effective in increasing their self-
reported likelihood to use these strategies with patients (Pollack et al., 2016a;Pollack et 
al., 2016b). Furthermore, there is an association between health professional’s 
perceptions of having received high-quality training in weight management/obesity care 
and a decrease in negative obesity bias, as well as a rise in their self-efficacy in helping 
patients with obesity achieve CSWL20 (Bleich et al., 2015; Dietz et al., 2015; Smith et al., 
2015). 
Boyle et al. (2013) supports the use of web-based education as an efficacious 
method of delivering training to health care students, including OTs, shown to positively 
influence their self-efficacy and influence positive changes in attitude towards the subject 
matter. Full-time working OTs also benefited from web-based education due to the 
convenience of working at one’s own pace and reviewing materials repeatedly as needed 
(Pittman & Lawdis, 2017). The use of multifactorial (i.e. visual, verbal, & kinesthetic) 
                                                                            
18 MI is a patient-centered counseling style designed to elicit motivation for change from the patient 
rather than from the clinician who may traditionally use education and advice giving (Armstrong et 
al., 2011). 
19 Ask, Advise, Assess, Assist, and Arrange. Also uses the Stages of Change Theory.  
20 A 5-10% weight loss of baseline weight obtained over 6 months is clinically significant and long-
term weight loss maintenance is 1 year or longer (Dietz et al., 2015; Montesi et al., 2016; Wadden et 
al., 2014).	
		
27 
training methods (live instruction, audio, videos and text options) led to increased 
perceived competence on the subject (Pittman & Lawdis, 2017) and moderately large 
effects on transfer to professional practice were found when didactic sessions were 
combined with components of an interactive workshop (Thomson O’Brien et al., 2001). 
While conferences may require travel and time off from work, live webinars21 can be 
interactive (as they rate highly on the social presence scale22) and advantageous due to 
their affordability and convenience, as well as beneficial to clinical training as 
supplementary to written material (De Gara & Boora, 2006; Pittman & Lawdis, 2017; 
Stein, Shibata, Bautista, & Tokuda, 2010; Zoumenou et al., 2015). Disadvantages to 
using a webinar format include slow network speed, risk of lost Internet connection, and 
minimized peer interaction (Zoumenou et al., 2015). Therefore, this project will provide 
OTs with education of their emerging role in OB/GYN in the format of a live webinar 
continuing education course (CEC).  
Zoumenou et al. (2015) identified best practices for interactive webinars that 
include the use of both synchronous (real-time formats—which allow for a sense of 
community/engagement and social learning—e.g. webinars, video conferencing, text 
chatting) and asynchronous (delayed written [or previously recorded] formats—which 
allow more time for reflection—e.g. blogs or podcasts) formats (LaPointe, 2008). This 
author can incorporate the following recommendations from Zoumenou et al. (2015) 
when developing the webinar: Consider Social Presence Theory and the Media 
                                                                            
21 A presentation, seminar, lecture, or workshop transmitted over the internet (Humphrey, LeGrand, & 
Beard, 2013) 
22 Based on the Social Presence Theory used in developing webinars (Hiltz, 2013), which “focuses on 
the degree of salience in the interaction between participant and presenter in terms of perceived 
intimacy and immediacy of the interpersonal relationships” (Zoumenou et al., 2015, p.65).  
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Synchronicity Theory23 principles (Hiltz, 2013), use the recommended software: 
Elluminate live, Adobe Connect, FacilitateProTM, or Maestro conference; incorporate 
questions throughout the presentation to keep audience engaged, offer take away tips; 
include a photo of presenters, keep it “simple, meaningful, and learnable in a short 
period of time” (p.68), allow time for questions, include resources for additional study, 
include asynchronous option for those who cannot attend the live webinar and for future 
study, and seek/collect feedback.  
Pittman & Lawdis (2017) strongly recommend “expanding online course options 
for practitioners” (p.6) for their value and effectiveness as an educational tool. However, 
there are limited high level studies demonstrating the efficacy of using this format to 
influence change in health care practices among various disciplines and the studies 
provided are limited by small samples and non-randomized trials. Even so, the findings 
of the studies discussed include participants in the field of OT and are likely to be 
generalizable to the population of interest for this author’s webinar – OT students and 
practicing OTs.  
Due to the emerging nature of OTs in PC, mostly Level IV and V studies were 
identified supporting the use of CEC to educate OTs on their role, as a first step to 
increase awareness and advocacy (Doll, 2017; Farmer et al., 2013; Koverman et al., 
2017; McCellan, 2015; Rogers, Heck, Kohnert, Paode, & Harrell, 2017; Winship & Ivey, 
2017). No peer-reviewed publications or CEC was identified in the literature that 
                                                                            
23This theory states that communication and learning is increased when the media provides 
synchronicity (“shared patterns of coordinated behavior among individuals as they work together” 
(Dennis et al., 2008, p. 575) between the task information and the medium used to present the 
information; “The highest medium is face-to-face meeting and the lowest is plain text” (Zoumenou et 
al., 2015, p.65). 
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specifically address OT’s role in OB/GYN PC or PC of WRA regarding obesity care and 
prevention; Thus, the contribution of this project is a proposal of a CEC on OT’s role in 
OB/GYN PC.  
The literature shows that OTs in PC settings (mainly Family Practices and 
Veterans Administration (VA) clinics) take on a role of generalists with the main focus 
of addressing a client’s overall function and self-management of health as it relates to the 
care of chronic conditions across the life course (AOTA, 2013; Dahl-Popolizio et al., 
2017; Koverman et al., 2017). Based on the population served by OB/GYNs, mainly 
women ages 13 and over, I propose that OTs may benefit from adopting the role of a 
specialist to treat overall function and self-management of health, including primary and 
preventive care of women and maternal health conditions, across the life course. This 
author proposes that an OT can initially mainly address lifestyle/behavior changes and 
physical activity in the screening and treatment of obesity in order to make integrating 
into a new role manageable. However, the role of OTs can certainly serve a wider range 
of conditions and provide a wide range of treatments that may be of value to OB/GYNs 
and their clients. For example, OT interventions identified from these publications that 
may also be applicable to OB/GYN settings include ADL training, fall prevention during 
pregnancy, routine planning/healthy lifestyle, home exercise programs, body mechanics 
education, caregiver training, energy conservation, transfer training, adaptive equipment 
training, home safety education, vision compensatory techniques, musculoskeletal 
injuries, cognitive tasks, and balance & functional mobility (AOTA, 2013; Koverman et 
al., 2017). There is also a role for OT in the care of new moms who may require 
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additional support to perform mothering occupations and return to their self-care routines 
after experiencing role, physical, and mental changes that accompany this time (Martin, 
2018; Loesche, 2018). Furthermore, Dahl-Popolizio (2017) recommends that OTs 
practice at the top of their license, address behavior and mental health, and streamline 
patients that may benefit from behavior interventions and may not require further 
attention from physicians (e.g. behavior strategies to improve medication management 
rather than a change to medication prescription). During implementation, in order to 
increase the PC team’s understanding and receptiveness of OT services, the role of an 
“Intrusionary OT”24 was found to be successful for integration, along with providing in-
services to educate team members on commonly used OT assessments (e.g. Canadian 
Occupational Performance Measure (COPM) and treatments (e.g. transfer training) 
(AOTA, 2013; Dahl-Popolizio, 2017; Koverman et al., 2017; Krpalek & Javaherian 
Dysinger, 2017). Therefore, these strategies and interventions will be presented in the 
webinar to inform OTs of possibilities for expanding the role of OT in OB/GYN beyond 
addressing obesity.   
Furthermore, best practice recommendations for PC interventions to address 
obesity can be summarized as follows. During well woman visits, all adult women should 
be screened for obesity25 and PA levels26, as well as receive counseling or referral for 
                                                                            
24 OT goes with physician to see patients together, ask occupation-based questions, perform 
assessments, offer suggestions, provide direct treatment afterwards (separate from physician) and 
recap directly with provider after treatment to increase physician’s understanding of OT’s role and 
increase referrals to OT.  
25 The most common screenings involve using BMI measures (height and weight), measuring weight 
circumference, and the Edmonton Obesity Staging System (EOSS) (Dietz et al., 2015).  
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services (ACOG, 2016a). The screening is typically conducted by allied health 
professionals – mainly nurses and medical assistants and then entered into an electronic 
medical record (EMR) that compares the patient’s status to national 
recommendation/guidelines for physician use during counseling or follow-up (Lindberg 
& Anderson, 2014; Richards & Cai, 2016; Stoutenberg et al., 2017). A multifactorial and 
multidisciplinary approach is best practice to promote long-term weight loss (LTWL) and 
leisure-time physical activity (LTPA) participation in adult women (ACOG, 2014a; Dietz 
et al., 2015; Kirk et al., 2012; Montesi et al., 2016). Due to the multifactorial etiology of 
obesity, as well as its “chronic and relapsing nature” (Dietz et al., 2015, p.2524), three-
components (summarized in Table 1.1)—dietary restriction, increased physical activity, 
and behavioral management—are recommended as the “first line of therapy” (p.2524) 
and found to be most successful in producing and maintaining LTWL compared to only 
addressing one or two components (Kirk et al., 2012). Moreover, adopting a health-
focused, non-weight-bias approach is recommended, as many women with obesity report 
delaying or avoiding health-care services because of disrespectful treatment from 
providers, embarrassment about being weighed, narrow exam tables and small gowns for 
their body size (ACOG, 2014a; Dietz et al., 2015; Lee & Pausé, 2016; The Rudd Center 
for Food Policy and Obesity, n.d.).  
In a PC team, an OT will mainly be collaborating with the OB/GYN (and/or a 
nutritionist/dietician) for the client’s diet and exercise recommendations and OTs are the 
                                                                                                                                                                                                                                  
26 Exercise vital sign (EVS) and PA vital sign (PAVS) are commonly used. Time to administer is 
typically 1 minute, 2-3 questions about exercise frequency in the week and intensity (Stoutenberg, 
Shaya, Feldman, & Carroll, 2017).	
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most qualified to assess and address how a woman’s daily habits, routines, personal 
abilities, environment, culture, and social roles impact her participation and performance 
of these recommended lifestyle changes (Arbesman et al., 2014; Burson & Synovec, 
2016) (as cited Villegas, 2016). OTs also have a are uniquely qualified to implement 
individualized, “meaningful and effective” interventions that promote healthy lifestyle 
changes by assessing psychosocial, physical, environmental, spiritual, and cultural 
facilitators and barriers to a woman’s role and participation in daily life habits that 
influence obesity (Saliman Reingold et al., 2013, p. 41). OTs are also trained to be 
advocates for their patients (AOTA, 2014) which is in-line with creating a health-
focused, non-weight-bias environment and experience for women in an OB/GYN setting. 
 
Table 2.1: Summary Of Best-Practice Recommendations For Treating Obesity in PC 
Diet Ø Diet choices recommended based on the “patient’s preference and 
ease of adherence” (p.2525), as there was no significant difference 
on weight loss and other obesity-related comorbidities between 
commercial (e.g. Jenny Craig) and other popular dietary programs 
(e.g. Atkins diet) at 12 to 24 months follow-up (Dietz et al., 2015). 
Ø However, a daily energy deficit (based on weight and sex) is 
recommended for a CSWL and maintenance (Dietz et al., 2015). 
Physical 
Activity 
Ø PA recommendations for well women ages 18-44 are 150 minutes 
of moderate-intensity or 75 minutes of vigorous-intensity aerobic 
activity per week and muscle-strengthening activities on 2 or more 
days for at least 10 minutes at a time (CDC, 2015; Dietz et al., 
2015). 
Ø Well women who are pregnant or postpartum are also recommended 
150 minutes of moderate-intensity physical activity weekly (CDC, 
2015). 
Behavior 
strategies 
Ø Use of behavior strategies, described as one of the most “promising 
practice recommendations” (Kirk et al., 2012, p. 181). 
Ø Recommended for counseling or coupled with dietary/PA 
interventions in PC (Dietz et al., 2015) due to moderate effects in 
producing CSWL (Kirk et al., 2012).  
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Ø Behavioral management strategies include goal setting (what, when, 
where, how, and duration of behaviors) and self-monitoring of food 
intake, PA, and bodyweight (Dietz et al., 2015).  
Ø ACOG (2016a) recommends using exercise prescriptions (Exercise 
is Medicine, n.d.) and SMART (Specific, Measurable, Action-
oriented, Realistic, Timely) instructions when addressing PA.  
Ø Evidence shows that long-term success of weight loss is influenced 
by habits such as, one hour of daily PA, following a low-calorie and 
low-fat diet, eating breakfast regularly, self-monitoring of weight, 
and maintaining a consistent eating pattern across weekdays and 
weekends (Dietz et al., 2015. p.2524).  
Ø These behaviors encompass health management and maintenance 
tasks, which are considered instrumental activities of daily living 
(IADLs) in the OT framework (AOTA, 2014). 
Non-
biased/Weight 
inclusive care 
Ø Be mindful of language and always ask patients if it is okay to 
discuss their weight; Patients may prefer: “weight”, “excess weight” 
and “BMI” rather than “fatness”, “excess fat”, “heaviness”, 
“obesity, “unhealthy BMI/body weight”, “large size” and “weight 
problem” (The Rudd Center for Food Policy and Obesity, n.d.).  
Ø ACOG (2014b) recommends framing obesity as a “modifiable risk 
factor” for other health conditions (e.g. hypertension), rather than a 
medical condition itself or focusing on “weight”, which may be 
perceived as discriminatory or not “size friendly”.   
Ø Health at Every Size® is a model that focuses on a holistic approach 
to health as a continuum and a choice; It rejects healthism27, 
weight/size/BMI outcome measures, and goes beyond nutrition and 
movement (Lee & Pausé, 2016). Although this approach is not 
endorsed by ACOG or the systematic reviews of current approaches 
in PC, studies demonstrate its effectiveness in “producing improved 
physical health outcomes for fat people regardless of weight loss” 
(Lee & Pausé, 2016, p.2063).  
 
Brief clinical counseling on these topics by a PC physician is highly regarded by 
patients, serves to engage women in initiating behavior change and is associated with 
positive behavioral and weight loss outcomes (Antagnoli et al., 2017, p.672; Dietz et al., 
                                                                            
27 In response to Healthism: “Pursuing health is neither a moral or imperative nor an individual 
obligation, and health status should never be judge, oppress, or determine the value of an individual 
(Association for Size Diversity and Health (ASDAH), 2016)” (as cited in Lee & Pausé, 2016, p.2063).  
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2015; Rose, Poynter, Anderson, Noar, & Conigliaro, 2013). Also, use of therapeutic 
patient education (TPE)28 in PC had a 50% to 80% positive impact on health outcomes 
(including quality of life) among patients with chronic conditions, including obesity 
(Lagger, Pataky, & Golay, 2010). Furthermore, the use of behavior change techniques, 
MI principles--which have a medium effect on weight loss (Armstrong et al., 2011) and 
the 5A’s -- associated with less GWG compared to no counseling (Washington Cole et 
al., 2017) -- were also identified in the literature as best-practice during clinical 
counseling. MI and the 5A’s are useful frameworks for addressing behavior change in a 
patient-centered29 and timely way that assess current behaviors and readiness to change; 
It also progresses patients from their current stage of change towards maintenance by 
means of specific clinical advise, collaborative goal setting, addressing barriers and 
supports, and arranging for services and follow-up (Jay, Gillespie, Schlair, Sherman, & 
Kalet, 2010). However, due to OB/GYN’s self-identified barriers (lack of time, lack of 
training, and societal bias (Smith et al., 2015) counseling for obesity and PA does not 
routinely occur in OB/GYN settings (Lindheim et al., 2017) and when practitioners do 
engage in counseling, they most commonly –regardless of training – use only 2 of the 
5A’s: Ask and Advise (Washington Cole et al., 2017; Pollack et al., 2016b). In a study of 
patient recorded encounters, Assist and Arrange led to diet improvements, meanwhile 
Advise increased motivation and confidence for behavior change among women in U.S. 
with obesity in PC settings (Alexander et al., 2011). Therefore, this author proposes the 
                                                                            
28 The authors defined TPE as sessions that provided “information” and/or used Cognitive and 
Behavioral strategies. 
29 Considering the patient’s unique needs, beliefs, values, preferences and reasons for behavior change 
(Epstein et al., 2005).		
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role of OTs can be to support OB/GYNs in providing clinical counseling and therapeutic 
education using the 5A’s, particularly the ones physicians are less likely to use due to 
time constraints or perceived lack of training—Assess a patient’s readiness for change, 
Assist in identifying and modifying barriers, and Arrange for follow-up and services. 
Also, the literature supports the use of AHP, such as OTs, as more cost-effective than 
reimbursing for physician services (Richards & Cai, 2016) and distributing workload 
among more team members may increase job satisfaction and productivity among 
physicians, particularly those in private practice- such as OB/GYNs (Lawrence, 2017). 
Furthermore, holistic discussion of the patient’s meaningful occupations and roles during 
their visit may also increase patient satisfaction by demonstrating concern for the patient 
that goes beyond their symptoms or disease (Muir, 2013). 
 Moreover, while individual behavior change and intrapersonal factors were the 
identified focus of clinical counseling in PC literature (Dietz et al., 2015; Kirk et al., 
2012; Sallis et al., 2006; Wadden et al., 2014), consideration of interpersonal and 
environmental factors like the environment, family, community and policies is “needed to 
support individual behavior change” (Kirk et al., 2012, p. 181) and sustain weight loss 
and PA participation (Dietz et al., 2015; Sallis et al., 2006). ACOG (2014a) recognizes 
the influence of the built environment (e.g. availability of grocery stores) on the food 
choices and healthy eating behaviors of women and their families. Furthermore, factors 
like accessibility of facilities, opportunities for activities and “safe places” were identified 
in various studies as modifiers to PA behaviors (Sallis et al., 2006). The “walkability of 
neighborhoods” was also associated with PA, obesity, and risk of chronic conditions 
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(Sallis et al., 2006, p. 304). Moreover, lack of time, lack of external support (e.g. family), 
cultural/religious accommodations (e.g. women only activities and consideration of 
religious holy days), and poor perceptions of the atmosphere/environment (e.g. 
intimidating gym environment) were identified as barriers to adhering to a physician’s 
exercise prescription; Meanwhile, facilitators included external support from spouse, 
cultural/religious sensitivity, maintaining routine, group activities, and support from 
providers (Morgan et al., 2016). Thus, studies show that context plays a pivotal role in 
women’s likelihood to initiate and sustain physician’s recommendations for health 
behaviors, bringing attention to contextual barriers may assist women in 1) improving 
task performance of desired health occupations and 2) take the pressure away from the 
person as the main barrier to health occupations. While, OTs role with each client may 
not be to advocate for or make environmental modifications due to the nature of PC visits 
and reimbursement practices, OTs may use the following interventions strategies based 
on the EHP framework. Adapt: modify context to support client’s goals to drink more 
water by recommending not bringing soda into the home, Alter: finding a context that 
enables performance of client as she is, such as joining a women only gym, Prevent: 
prevention of maladaptive performance by setting contextual supports, such as social 
support from family and friends, Create: not assuming disability, make the best possible 
use of context, such as taking advantage of local cycling groups to maintain physical 
activity.  
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Table 2.2: Occupational Therapy’s Role In The 5 A’s Framework  
5 A’s OB/GYN Occupational Therapist 
Ask • Ask for permission to discuss 
weight 
• Ask for permission to discuss weight 
• Explore readiness for change 
• Ask about stress levels 
Assess • Obesity class and stage 
• Drivers, complications, and 
barriers (medically) 
• Occupational history & experience, 
patterns of daily living, interests, 
values and needs 
• Drivers and barriers to task 
performance 
Advise • Obesity risks  
• Benefits of weight loss/physical 
activity  
• Treatment options (e.g. 
Occupational Therapist) 
• Refer to physician treatment plan  
• Advise on drivers and barriers to task 
performance/other OT interventions 
Agree • Defer to OT • Behavioral goals and health 
outcomes 
• Treatment plan 
Assist • Refer to providers/services • Address drivers and barriers  
• Provide education/resources 
• Arrange follow-up 
• Recommendations to team for 
referrals as needed 
 
Family-centered models or ecological frameworks30 were not identified in the 
literature as a current approach used in OB/GYN settings. Furthermore, OB/GYN 
physician utilization of a team that includes OTs—front-line health care providers 
distinctly qualified to address environmental barriers in the participation of IADLs, such 
as health management and maintenance—was also not identified in the literature. Nurses 
are the most commonly utilized AHP in PC (Bleich et al., 2015) and nurse practitioners, 
medical assistants, diabetes counselors, certified health educators, and exercise 
                                                                            
30 Consider the influences of intrapersonal, interpersonal/cultural, organizational, physical 
environment, and policy variables on behavior (Sallis et al., 2016). 
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physiologists were also identified as delivering weight loss or PA interventions31 in 
OB/GYN studies (Josyula & Lyle, 2013; Lindberg & Anderson, 2014; Melton et al., 
2016; Richards & Cai, 2016). Behavior change theories were often used by AHPs in 
these studies, including, Health Belief Model, Stages of Change and Cognitive 
Behavioral Theory (Richards & Cai, 2016; Wadden et al., 2014), which do not explicitly 
address environmental and social barriers –rather intrapersonal factors such as 
knowledge, beliefs, self-efficacy and motivation.  
Therefore, most OB/GYN teams are not attending to interpersonal/environmental 
factors that influence women’s behaviors or arranging for services that could provide 
women with the recommended multicomponent care of obesity. Thus, this project goes 
beyond the current approaches available by creating a role for OTs in OB/GYN teams to 
facilitate the development, management and maintenance of recommended health 
behaviors (e.g., PA, eating habits) by incorporating occupational and ecological 
frameworks (i.e., Ecology of Human Performance (Dunn et al., 1994) to compliment the 
behavioral change models currently used in PC—mainly the 5A’s/Stages of Change. For 
example, collaboratively assisting in problem solving with a client about an 
environmental or social barrier that is limiting her progression from preparation to action 
on a health behavior (e.g. exercising daily). Moreover, this author proposes that team 
members taking the EVS add one more question to engage patients in further discussion 
about PA and other health management behaviors to be discussed by an OT during a 
well-woman visit or follow-up (e.g., “Getting your annual check up is a recommended 
                                                                            
31 Educating team members, providing clinical counseling via individual, groups and/or motivational 
telephone call sessions.  	
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health behavior, would you be interested in discussing other ways to continue managing 
your health and wellness today? Would you be interested in discussing ways to 
incorporate more physical activity into your routines to continue managing your 
health?”). Based on best-practice recommendations that all women be screened and 
receive counseling/treatment for PA and obesity (ACOG, 2016a), this author proposes 
that OT services be offered to women with or at risk for obesity (BMI of >25 
kg/m2/EOSS of ≥ 1/ waist circumference of 88 cm (35 in), women with related chronic 
conditions (e.g. diabetes, hypertension), planning to become pregnant or postpartum, or 
below the recommended PA guidelines. If women are screened and they have normal 
BMI/EOSS, are not pregnant or planning to become pregnant32 and meeting PA 
guidelines, this author proposes that nurses or OTs offer preventive education in the form 
of a handout with PA, diet guidelines and resources from national organizations 
(available on ACOG’s obesity toolkit (AOTA, 2016a). Also, depending on the patient’s 
current stage of change, which will be assessed by the OT at the start of the intervention, 
OT services can be provided to assist in moving them across stages. This will be further 
discussed and illustrated in the webinars by merging existing algorithm models of the 
management of obesity (ACOG, 2016a; Dietz et al., 2015) and PA assessment in PC 
(Austin, Damani, & Bevers, 2016) and the 5A’s/Stages of Change models with the EHP 
model to create a guideline for OTs emerging role. The OT may use individual and group 
interventions (shared medical appointments), as well as collaborate with other 
                                                                            32	Lifestyle interventions to limit GWG are most effective on women in the preconception and post-
partum periods, highlighting the urgent need for more emphasis on obesity prevention and health 
promotion in women across all reproductive age (Hanson et al., 2017). 	
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professions (e.g. dieticians, psychologists, physical therapists, exercise physiologists) to 
address lifestyle changes and physical activity in primary care. It is expected that every 
OB/GYN setting will be unique and OT session frequency/duration will vary depending 
on their reimbursement system, the professions that make up the primary care team, and 
the needs of the population.  
The strengths of the findings presented in this literature review include, recently 
(2011-2017) published peer-reviewed studies of Level I to Level III evidence, with small 
to medium sized samples (~14 to 400 participants), in rural to urban primary care settings 
across the U.S, also, best-practice guidelines obtained from national organizations 
(ACOG, 2016a) and systematic reviews on obesity management (Dietz et al., 2015; Kirk 
et al., 2012). The limitations include generalizability, due to a homogenous sample in 
most studies (largely white, educated, insured-women). However, this is representative of 
two-thirds U.S. female population likely to be seen in OB/GYN settings (Mazzoni et al., 
2017). The majority of the findings regarding PA are based on self-report, “which are 
prone to recall and social desirability bias (Prince et al., 2008)” (as cited in Richards & 
Cai, 2016, p.502) and objective assessments (e.g. pedometers) are recommended for 
future studies. Weight loss and PA findings are also limited by the short follow-up (3 to 
12 months) terms, since less than 50% of adults continue PA behaviors past 6 months 
(Dishman, 1988; as cited in Richards & Cai, 2016) and LTWL is considered if 
maintained ≥ 1 year (Wadden et al., 2014).  Lastly, only a small number of studies were 
found that include AHPs in PC teams providing weight-related or PA treatments 
(McElwaine et al., 2016) and none of the studies included an OT – which is the main 
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audience of the CEC. Still, the use of AHP and multidisciplinary teams remain a best-
practice recommendation for OB/GYNs in the management of obesity and chronic 
conditions.  
In conclusion, based on the evidence, a gap exists in the use of all 5A’s and 
addressing interpersonal and environmental factors, as well as a more holistic, non-
weight bias, lifestyle approach to health, in the prevention and care of obesity in WRA in 
OB/GYN PC. Moreover, there is also a need for more educational courses for OTs about 
their role in emerging practices, such as PC and in the care of obesity. This will guide the 
creation of the proposed online continuing education webinar titled Forming 
Partnerships with Obstetricians & Gynecologists: Exploring Occupational Therapy’s 
Role in the Primary Care of Women described in the following chapter. 
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CHAPTER 3: DESCRIPTION OF PROPOSED PROJECT 
This author’s proposed intervention is a continuing education webinar for 
Occupational Therapists titled, Forming Partnerships with Obstetricians & 
Gynecologists: Exploring Occupational Therapy’s Role in the Primary Care of Women. 
The long-term hope of this project is to facilitate the integration of OT services into the 
primary care of women by achieving the following primary and secondary outcomes. The 
primary outcomes are: 1) defining a potential role for OTs in a partnership with OB/ 
GYNs and 2) increasing OTs’ awareness (or knowledge) of their role in the primary care 
of women. The secondary outcomes are: 3) contributing to the educational tools for OTs 
regarding primary care and 4) increasing OTs’ self-efficacy in promoting their role in 
OB/GYN to other OTs. Research shows OTs in PC continues to be an emerging field and 
continuing to define a role for OTs in PC and increasing awareness of this role among 
OTs and primary care stakeholders is a recommended first step to facilitate integration, 
therefore supporting the need for this webinar (Doll, 2017; Farmer et al., 2013; 
Koverman et al., 2017; McCellan, 2015; Rogers et al., 2017; Winship & Ivey, 2017). 
Delivery method 
The continuing education course will be delivered as a live webinar on 
occupationaltherapy.com because it provides interaction, while maintaining affordability 
and convenience in comparison to an in-person seminar/workshop (Boyle et al., 2013; 
Pittman & Lawdis, 2017; Thomson O’Brien et al., 2001). Moreover, an educational 
webinar can support the desired outcomes of this project, as health care students and 
practitioners have identified web-based education as influencing improvement in their 
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knowledge, attitudes, and self-efficacy towards a subject (Boyle et al., 2013; Pittman & 
Lawdis, 2017).  To optimize participant’s perceived competence on the subject, a 
multifactorial (i.e. visual, verbal, & kinesthetic) training method is suggested (Pittman & 
Lawdis, 2017) and to increase the likelihood of transfer to professional practice, 
combining didactic sessions with components of an interactive workshop is 
recommended (Thomson O’Brien et al., 2001). Therefore the webinar will aim to include 
these suggestions, as well as Zoumenou et al. (2015) best practices for interactive 
webinars as follows. The webinar will use recommended software-- Adobe Connect, 
include a picture of the presenter, include applicable visuals in the form of images and 
brief text on PowerPoint slides, allow time for questions at the end, offer resources for 
additional study, offer free “take away tips”, and include interactive, anonymous poll 
questions throughout, as well as a printable handout, to keep the audience engaged and 
for kinesthetic learning. Moreover, Pittman & Lawdis (2017) found that full-time 
working OTs also benefited from web-based education due to the convenience to work 
their own pace and review materials repeatedly as needed. One of the benefits of 
presenting the webinar through occupationaltherapy.com is that they will create a podcast 
(audio) version of the live webinar that members of the site can access repeatedly and at 
any time, along with the previously recorded webinar presentation and PowerPoint slide 
handouts (PDF format) depending on their preferred method of learning. This in turn, 
provides OTs with the benefit of asynchronous material to review as needed, as well as a 
multifactorial training option. 
 
		
44 
Personnel 
The personnel involved in the implementation of the course include this author 
and designated staff members of occupationaltherapy.com. The staff members of the site 
include an Information Technology (I.T.) technician and the managing editor, Fawn 
Carson (F. Carson, personal communication, May 14, 2018). The I.T. tech will be ready 
to assist with unexpected technical difficulties during the live webinar and other behind-
the-scenes tasks that make the webinar run smoothly. The managing editor, serves as a 
greeter and moderator during the live webinar, as well as secures the marketing of the 
webinar during the month it is presented by instructing her team to feature the webinar on 
the main page of the site.  
Participants  
The intended recipients of the webinar are licensed Occupational Therapists in the 
U.S. of varying levels of experience who are interested in primary care, women’s health, 
maternal health and/or management of chronic conditions. Therefore, another benefit to 
using occupationaltherapy.com is that its member population is the target audience for 
the webinar. Other than recruiting members of the site, which is facilitated through 
marketing efforts by the site’s staff, participants will also be recruited using OT-related 
social media, blog posts, OT forums, AOTA community forums, OT listservs, and 
colleague networking (mainly Boston University, Florida International University, and 
Berry University), this author’s place of work (Mount Sinai Medical Center). An article 
publication or advertisement on OT Practice magazine — the clinical and professional 
magazine of the American Occupational Therapy Association (AOTA) will also be used 
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to increase awareness of OT’s role in OB/GYN and create interest in the webinar. Lastly, 
to maximize the attention of the select audience, the title has been carefully designed to 
highlight the terms primary care and women’s health, as these are two emerging areas 
and “hot topics” in OT practice.  
Occupational Therapists in select states are required to have a defined number of 
CEUs every two years in order to renew their license and taking an online course with 
credits towards this purpose may be an incentive to participate. Members of the site 
already pay an annual membership fee ($99/year), which grants them access to all the 
courses at no additional cost. According to Lutz (2012), the cost of CEUs ranges from 
$50-$85 per hour of instruction and members of occupationaltherapy.com are able to pay 
the $99 membership fee for access to this 5-hour webinar series and countless other 
continuing education courses. Eliminating the additional cost to participate in the 3-
module, 5-hour webinar series may also increase participation. 
Ease of accessibility may also improve participation in the webinar. Recordings of 
the webinar will be accessible 24 hours a day, 7 days per week to members of 
occupationaltherapy.com and the site is accessible to persons 18 years and older residing 
in the United States and territories (occupationaltherapy.com, 2017). The participants will 
be able to complete an exam and course evaluation within 7 days of attending the live 
webinar or within 30 days of accessing the on-demand format of the course in order to 
receive the corresponding continuing education units (CEUs) by the American 
Occupational Therapy Association and National Board for Certification Occupational 
Therapy Professional Development Units (NBCOT PDUs).  
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Details of the webinar 
Due to the depth of this topic, the continuing education webinar will be presented 
as a series of three modules that build on the information presented in the previous 
module and increase in level of expertise from “Beginner” to “Advanced” (Figure 1.1). 
Therefore, completion of the preceding module will be a requirement to participate in the 
later modules as live webinars. This is ideal because the content of later modules requires 
knowledge of the topics discussed in previous modules. However, if accepted by 
occupationaltherapy.com, the webinar series will be recorded and merged and 
participants will be able to access the recordings as one 5-hour webinar that presents all 
three modules in order.  
Figure 3.1 Progression Of Webinar Series		
	
 
 
 
 
 
 
 
 
 
 
 
Module 1
• Beginner 
• 60 Minutes
Module 2
• Intermediate 
• 120 Minutes
Module 3
• Advanced 
• 120 Minutes
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Figure 3.2 Introduction Of Author And Summary Of Webinar For Future 
Participants  
 
	
Module 1 
Learning objectives: 
After this course, participants will be able to: 
ü Identify a potential role(s) for occupational therapists in an obstetrics & 
gynecology primary care team.  
ü Identify advocacy opportunities to promote OT’s role in the primary care of 
women. 
ü Recognize the multicomponent etiology of obesity in women of reproductive 
age and the potential to address occupational performance in primary care. 
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Agenda: 
00-05 Minutes        Introduction of presenter and learning objectives. 
05-15 Minutes    Discuss public health concern in primary care of women. 
15-25 Minutes  Explore OT’s role in addressing obesity in the primary care of 
women and align AOTA and ACOG statements on obesity.  
25-30 Minutes  Explore other roles for OTs in OB/GYN PC (e.g. maternal health) 
and intervention strategies.  
30-40 Minutes  Discuss facilitators, barriers, and recommendations for OT 
integration in OB/GYN primary care.  
40-50 Minutes            Identify advocacy opportunities and participate in a group 
advocacy activity of emailing AOTA representative using a 
template letter.  
50-60 Minutes             Summary, Questions & Answers. 
 
Module 2 
Learning objectives:  
After this course, participants will be able to: 
ü Articulate the risks of obesity and decreased physical activity on health and 
occupational performance.  
ü Identify how occupational therapists can create a weight inclusive 
environment in OB/GYN clinics.  
ü Apply theoretical frameworks to identify barriers to occupational performance 
of health management and maintenance.  
ü After this course participants will be able to list OT interventions within 
lifestyle modification recommendations for first-line of treatment of obesity in 
OB/GYN primary care.   
 
Agenda: 
00-05 Minutes        Introduction of presenter and objectives. 
05-15 Minutes    Define obesity. Discuss prevalence of obesity in women of 
reproductive age in the U.S. and associated risks to health and 
occupational performance.  
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10-20 Minutes  Define physical activity. Discuss physical activity in women of 
reproductive age in the U.S. and associated risks to health and 
occupational performance.  
25-35 Minutes             Discuss weight bias and stigma in the treatment of persons with 
obesity. 
35-45 Minutes             Discuss best practice recommendations to measure and address 
obesity and physical activity in primary care. 
45-50 Minutes            Introduce The Ecology of Human Performance (EHP) and relation 
to obesity. 
50-60 Minutes            Discuss barriers to occupational performance of managing obesity 
using EHP framework.  
60-75 Minutes  Discuss OT interventions within lifestyle modification 
recommendations for first-line of treatment of obesity in primary 
care.    
75-85 Minutes  General look at the Modified Obesity Assessment Algorithm Part I 
– III.  
95-110   Minutes         Summary of key points and resources for further learning. 
110-120 Minutes         Questions & Answers.  
 
Module 3 
Learning objectives: 
After this course, participants will be able to: 
ü  Describe OT’s role in supporting counseling of women in OB/GYN using 
best-practice recommendations.  
ü Identify strategies for assessing and addressing readiness for change using 
best-practice recommendations.  
ü Apply case studies to best-practice algorithms for treating obesity in 
OB/GYN.   
 
Agenda: 
00-05 Minutes        Introduction of presenter and objectives. 
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05-20 Minutes    Close look at the Modified Obesity Assessment Algorithm Part II. 
20-35 Minutes  Introduction to modified 5A’s framework and OT’s role.  
35-60 Minutes  Assessing readiness for change and applying best-practice 
strategies (5A’s, Motivational Interviewing, Cognitive Behavior 
Therapy) and EHP.   
60-75 Minutes            Application of Modified Obesity Assessment Algorithm Part II, 
EHP worksheets, S.M.A.R.T. goals, and modified 5A’s framework 
using an OB/GYN case study. 
75-85 Minutes  Close look at the Modified Obesity Assessment Algorithm Part III. 
85-95 Minutes Application to Modified Obesity Assessment Algorithm Part III 
using case study. 
95-110   Minutes Summary of key points and resources for practice.  
110-120 Minutes Question & Answer. 
 
The following materials detailed in the webinar are included in the Appendices as 
follows: Modified 5 A’s Guide (Appendix A), EHP Health Management & Maintenance 
Worksheet for Clients (Appendix B), EHP Therapeutic Intervention Options (front) and 
EHP Therapeutic Intervention Options Reference Sheet (Back) (Appendix C), Goal-
Setting Worksheet (Appendix D). Also the Modified Obesity Assessment Algorithms 
adapted from ACOG composed by this author by merging existing best-practice 
algorithms for treatment of obesity and increasing physical activity, as well as 
modifications for the proposed role of OT within this algorithm as follows: Part I 
Modified Obesity Assessment Algorithm (Appendix E), Part II Modified Obesity 
Assessment Algorithm (Appendix F), and Part III Modified Obesity Assessment 
Algorithm (Appendix G). 
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Barriers 
Potential challenges to the implementation of this webinar include obtaining 
qualifications as an Approved Provider Program from the AOTA and approval from 
occupationaltherapy.com to present the course on their website. There is a $325 fee for 
AOTA’s single course approval, as well as a 4-week, rigorous qualification process. 
However, this is necessary in order to award the participating OTs with CEUs that may 
be used towards the renewal of their license (AOTA, 2016), as well establish credibility, 
and increase interest to participate in the pilot study for the webinar explained in details 
in the following chapter. To overcome this barrier, the author will ensure to comply with 
the guidelines of AOTA and revise the application thoroughly. occupatinaltherapy.com 
also requires the completion of an application and thorough review of the course in order 
to include it on their site.  Alternatively, this author may seek other sites to host the live 
webinars and market to mainly occupational therapists. Another barrier to presenting the 
webinar through occupationaltherapy.com is that the site requires written authorization to 
use images that are copyrighted (F. Carson, personal communication, May 14, 2018), 
which may create a barrier to display original images of algorithms, flowcharts, and 
graphs that could be helpful in creating a multifactorial experience for participant’s 
learning. Alternatively, this author has created original images of algorithms or obtained 
permission to use images (such as royalty-free stock photography and original photos 
from friends) for the webinar. During the live webinar, technical difficulties can occur 
such as, loss of Internet connection, audio, and visual (Zoumenou et al., 2015). This may 
be addressed by logging in at least 15 minutes prior to start of webinar (Zoumenou et al., 
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2015), using a back-up source to connect to internet (such as a Wi-Fi HotSpot) or audio 
(such as using telephone to phone-in to the webinar), using a reliable personal computer 
with working connectivity and communication components (i.e. speakers, microphone, 
Wi-Fi compatibility, power source) and confirming that the online platform 
(occupationaltherpay.com) will have an I.T. specialist available to troubleshoot technical 
difficulties during the live webinar.   
Summary  
 In conclusion, Forming Partnerships with Obstetricians & Gynecologists: 
Exploring Occupational Therapy’s Role in the Primary Care of Women is intended to be 
an online continuing education webinar for OTs, designed to facilitate the integration of 
OT services into OB/GYN PC settings by defining a role for OTs, increasing OT’s 
awareness of this role, providing educational resources, and increasing OT’s self-efficacy 
in promoting this emerging role to other OTs. The next chapter describes the evaluation 
plan for this proposed project.  
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CHAPTER 4: EVALUATION PLAN  	
The problem addressed in this project is to define a role for OTs in a partnership 
with OB/GYN PC practitioners to improve women’s performance of health management 
and maintenance; the occupation of developing, managing, and maintaining routines for 
health and wellness promotion. Secondly, increasing OT’s awareness of this emerging 
role. This will be accomplished through a continuing education webinar, using a 
multifactorial (i.e., visual, verbal, & kinesthetic) training method, which has been show 
to increase perceived competence on the subject (Pittman & Lawdis, 2017) and have 
moderately large effects on transfer to professional practice when didactic sessions are 
combined with components of an interactive workshop (Thomson O’Brien et al., 2001).  
The long-term hope of this project is to facilitate the integration of OT services 
into the primary care of women by achieving the following primary and secondary 
outcomes. The primary outcomes are: 1) defining a potential role for OTs in a partnership 
with OB/ GYNs and 2) increasing OTs’ awareness (or knowledge) of their role in the 
primary care of women. The secondary outcomes are: 3) contributing to the educational 
tools for OTs in primary care and 4) increasing OTs’ self-efficacy in promoting their role 
in OB/GYN to other OTs. Self-efficacy can be operationalized as OT’s self-reported 
confidence in promoting their role in OB/GYN to other OTs as a result of participating in 
the webinar (e.g. group activity in Module 1 of advocating to AOTA representative 
through an email template). It is hoped that the integration of OTs in OB/GYN PC teams, 
counseling and treatment of obesity will be facilitated and women will improve their 
performance of occupations to manage obesity for themselves and their offspring. A logic  
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Figure 4.1: Logic Model  
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model is included as Figure 4.1 to graphically depict plan for the resources, activities, 
outputs, and outcomes of this project. 
Evaluating the Webinar 
In order to evaluate the effectiveness of the continuing education webinar on 
accomplishing the desired outcomes mentioned above, a pilot webinar of all three 
modules will be hosted during a one-day session (e.g. Saturday morning 8:30 A.M. EST 
to 4:00 P.M. EST including a 1 hour lunch break, time for surveys, and stretch breaks33) 
and a series of surveys developed by this OT will be administered pre, post, and 6-weeks 
post webinar to the participants of the pilot webinar. A webinar evaluation survey will 
also be administered at the end, which will serve to make improvements to future 
webinars.  
Table 4.1: Pilot Webinar Schedule 
Time Activity 
08:30-09:05 Pre-Survey (7 questions) + Knowledge Pre-test (30 questions) 
09:05-10:05 Module 1 (60 minutes). 1 minute stretch break after 60 min. 
10:05-10:15 Module 1 Post-test (10 questions) 
10:15-10:30 Break 
10:30-12:30 Module 2 (120 minutes). 1 minute stretch break after 60 min. 
12:30-12:40 Module 2 Post-test (10 questions) 
12:40-13:40 Lunch 
13:40-15:40 Module 3 (120 minutes). 1 minute stretch break after 60 min.  
15:40-15:50 Module 3 Post-test (10 questions) 
15:50-16:00 Post Survey (4 questions) & Webinar evaluation (7 questions) 
                                                                            33	Occupational Safety and Health Administration (OSHA) recommends a stretch break from 
computer tasks every hour (OSHA, 2018).  
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Due to the limitations of obtaining participant emails through 
occupationaltherapy.com, necessary for the evaluation surveys, the online webinar 
platform Zoom (https://Zoom.us) will be used for the pilot webinar. Qualtrics Research 
Suite™, a leading and safe online survey instrument, will be used to collect and analyze 
data from surveys because of the reduced time and minimal cost to develop, distribute, 
collect and analyze data. Moreover, it provides participant confidentiality and no cost to 
participate in survey. A link to the surveys on Qualtrics.com will be sent electronically to 
the email addresses provided by the pilot webinar participants during recruitment. The 
questions used to evaluate the effectiveness of the webinar are based on the Kirkpatrick 
Model, which is used to measure the effectiveness of training programs (Northwest 
Center for Public Health Practice, 2014).  
The pilot study will include a minimum of 10 OTs recruited through OT-related 
social media, blog posts, OT forums, AOTA community forums, OT listservs, and 
colleague networking.  The participants will be licensed OTs interested in primary care, 
women’s health, maternal health, and/or chronic conditions. The participants must have 
access to a computer with audio, video, and Wi-Fi capabilities, a printer to print 
handouts, be available during all 3 of the live webinars piloted during the one-day session 
and agree to complete the 6-week follow-up survey within one week of receipt. The 
participants will also be required to sign an informed consent form in order to participate 
in the pilot study and this form will be sent and collected via email prior to the start of the 
study. The incentive to participate in the pilot study is to obtain 5 contact hours of free 
continuing education units (CEUs or 0.5 CEUs) necessary for renewal of OT license in 
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certain states. According to Lutz (2012), the cost of CEUs ranges from  $50-$85 per hour 
of instruction and OccupationalTherapy.com charges a $99/year membership fee 
annually for access to courses that offer CEUs. Additionally, schedule of the pilot study 
allows time for the participants to complete the pre and post surveys to reduce burden on 
the participants and increase completion rate of surveys.  
The surveys will include three types of questions: multiple-choice, Likert-scale 
and free-response.  
Pre-survey  
 The pre-survey will include 5 demographic questions and 2 self-efficacy 
questions. This survey will serve to collect information about the participants that 
describe their years of experience working as an OT, current primary work setting, the 
State where they practice, if they have direct patient care with the population addressed in 
the webinar (women of reproductive age), and any past experience or education on 
primary care or OB/GYN PC.  This can then be analyzed for trends to inform marketing 
and expansion of current or future webinars within certain states or areas of practice, as 
this may indicate what population of OTs are interested in this topic. The self-efficacy 
question serves to evaluate objective 2, increasing OTs’ awareness (or knowledge) of 
their role in the primary care of women and objective 4, increasing OTs’ self-efficacy in 
promoting their role in OB/GYN to other OTs.  
Post-Survey 
 The post-survey consists of 4 Likert-scale questions that serve to evaluate if the 
outcomes described earlier have been met based on the participant’s perception.  
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Knowledge test 
 Knowledge can be operationalized as the information acquired by the OTs as 
result of participating in the webinar. Participants will be asked to complete a 30-question 
(combines 10 questions from each module) knowledge pre-test and the same test will be 
emailed to them 6-weeks after completing the webinars to assess a change in knowledge 
of information presented and memory retention of the material presented. 
Occupationaltherapy.com requires that participants answer and submit a 10-multiple 
choice question test, with an 80 percent or higher score, in order to receive credit for 
attending the live webinar or viewing the recorded version. Therefore, during the pilot 
webinar, the participants will also be required to answer a 10-multiple choice question 
test after each module to assess memory and provide feedback on the clarity of the 
questions/material presented. For instance, if there is a certain question that is repeatedly 
missed by multiple participants, then the question may be further examined for clarity or 
the subject may need to be emphasized/clarified in the module.  These questions are 
worded differently than the 30-question pre-test but the questions assess for the same 
knowledge/content. The higher the number of questions answered correctly, the higher 
the knowledge score. 
Webinar evaluation 
A brief, 7-question webinar evaluation will be administered at the end of all three 
modules, which will provide the instructor with feedback from each participant to 
improve the webinar’s content and presentation style prior to its launch in 
occupationaltherapy.com.  
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Follow-up survey 
 A 6-week follow up survey and knowledge post-test will be used to assess long-
term knowledge or retention of information presented in the webinar. The questions in 
the knowledge post-test will be the same as the knowledge pre-test. This information will 
be used to evaluate if the material was properly emphasized/clarified during the webinar 
presentation. A 3-question, follow-up survey will also be included to determine if and 
what knowledge/skills participants implemented into practice and examples of how they 
applied their learning to practice. The information obtained from this survey can be used 
to inform the webinar by providing future participants with actual or potential examples 
of how OTs used or can use the knowledge/skills obtained during the webinar in their 
practice. The information can also be used for marketing the value of the course on 
occupationaltherapy.com  
Data Analysis Plan  
The surveys will be accessible to participants via a link sent to their emails from 
the Qualtrics Research Suite™, website. Participants can access their emails through their 
personal computer or other devices. Qualtrics Research Suite™, also modifies surveys to 
be viewed by tablet or mobile devices. The survey responses, as well as a summary report 
with data tabulations and graphics, will be accessible to the instructor on that same 
website. The following is the data analysis model for this plan.  			
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Figure 4.2: Data Analysis Model 
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CHAPTER 5: FUNDING PLAN  
There is a need for resources to educate occupational therapists about their potential 
role in addressing a pressing public health issue in the management of chronic health 
conditions affecting women in the U.S., particularly women of reproductive age with or 
at risk for obesity. “Forming partnerships with Obstetricians & Gynecologists: Exploring 
Occupational Therapy’s Role in the Primary Care of Women” is a continuing education 
webinar series that aims to use evidence-based literature to: 1) increase OT’s awareness 
of their role in an Obstetrics & Gynecology (OB/GYN) primary care team 2) provide 
examples of OT interventions within this role, 3) compile resources for practice in 
OB/GYN and 4) increase OTs’ self-efficacy in promoting their role in OB/GYN to other 
OTs. 
Examples of Continuing Education Courses (CECs) on OTs role in primary care 
(PC) identified in the literature have the added value of being composed by experts in the 
field working in PC settings (Dahl-Popolizio, 2017; Hurley & Hoffpauir, n.d.; Krpalek & 
Javaherian Dysinger, 2017). Therefore, the information presented in existing courses is 
based on evidence, expert opinion, and clinical experience. Due to the newness of OTs in 
OB/GYN PC teams, this author will add expert opinion and clinical experience to the 
content of the webinar initially by conducting a focus group with 10 OB/GYNs and later 
conducting a small intervention study. The purpose of the focus group is to include the 
physician’s perspective and expert opinion on the proposed role of OTs as part of their 
team. While, one of the limitations of a small focus group is that the findings may not be 
generalizable (Digitalgov.gov, 2015), the information still serves to inform the content of 
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the course and provide an added value, mainly physician perspective, on the proposed 
role of OTs in at least 10 different OB/GYN settings. Consequently, the first year will be 
used on matters related to the focus group and the continuing education webinar. The 
second year will be directed towards a small intervention study in an OB/GYN setting to 
evaluate the efficacy of OTs role in OB/GYN and contribute to the growth of the 
webinar. The findings of the study can inform new and prior modules within the course, 
as well as expand on the evidence available on OT’s role in this emerging practice.  
Figure 5.1: Timeline for Funding Plan 
 
While conferences or in-person courses may require travel and time-off from 
work, online webinars are advantageous due to their affordability and convenience, as 
well as efficacious as an interactive learning tool for OT students and practitioners (Boyle 
et al., 2013; Pittman & Lawdis, 2017). Therefore, the anticipated expenses for the 
development, implementation, dissemination, and evaluation of the course are expected 
to be minimal, as they will be conducted using online platforms in order to minimize the 
cost of travel, facilities, printing and mailing material. Examples of online platforms are 
occupationaltherapy.com to implement and market the course, Zoom.us to pilot the 
course, and Qualtrics Research Suite ™ to conduct the evaluations. However, the cost of 
Year 1
Focus group & Webinar
Year 2
Small Intervention Study 
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conducting the focus group and the small intervention is expected to create additional 
expenses, such as travel and supplies. These are described in more detail below.  
In-kind Resources: 
 For the implementation of the course, occupationaltherapy.com requires that all 
photography used in presentations must be original or have “written permission” to be 
used (F. Carson, personal communication, May 14, 2018.). Therefore, in-kind local 
resources include female coworkers/friends as volunteer models and photographers, as 
well as graphic design services by a friend for the creation of original images and slides 
for webinar/marketing material. Other in-kind resources include, written material editing 
services by a family member with a degree in English and the expert advice on presenting 
and marketing the course by this author’s clinical mentor, Hoang Tran, OT/Certified 
Hand Therapist, who has experience instructing an OT CEC and marketing her private 
clinic via online platforms. Moreover, this author will make use of Boston University’s 
rich collection of electronic resources available for alumnis through their online library, 
rather than purchasing resources, when researching content for the course. Lastly, 
presenting the course through occupationaltherapy.com includes marketing, the creation 
of an audio (podcast) and video recording of the course, as well as personnel (mainly a 
greeter/facilitator and an IT specialist) to assist during the live presentation at no cost to 
the presenter.  
Needed Resources Budget:  
A budget for necessary expenses to develop, implement, disseminate and evaluate 
the webinars will be discussed as follows.  
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Year 1: Focus group and Webinar  
Focus group: A major portion of the budget will be used towards the salary of 
this author, who is the main contributor of work for all the phases of this project. The 
time dedicated to the focus group, the webinar, small intervention study, and 
collection/analysis of data will take time away from paid work for this author, who is an 
OT working per diem at a rate of $42/hour. According to Boettcher (2004) as cited in 
Doyle (2010), “On average, faculty members can anticipate 10 hours of course 
development per hour of online instruction” (p.89). The focus group will be a two-hour 
virtual conference and will require the creation of a 30-minute presentation for OB/GYN 
PC physicians, as well as the creation of recruitment material. Therefore, 15 hours of 
work from this author may be required for both of these tasks. As well as another 15 
hours that will be budgeted for recruitment of OB/GYNs, which may require travel to 
clinics, making phones calls, and/or composing emails. $100 will be budgeted towards 
travel expenses. An additional $200 per participant (based on the 2017 national average 
of $113.10 hourly rate according to the Bureau of Labor Statistics) will be budgeted 
($2,000 total) to compensate OB/GYNs for their time, approximately 2-hours for the 
focus group. Also, $41.99 estimated for printing recrutiment handouts for OB/GYNs. 
Lastly, conducting the focus group will require 2 hours and evaluating the data obtained 
from the focus groups will be alloted 8 hours of work. The total hours of work for this 
author necessary to conduct the focus group is estimated to be 40 hours at a rate of 
$42/hour. Consultants will also be used during the evaluation phase of the focus group: 
This author will serve as facilitator of questions and time-keeper (using time on cell-
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phone to keep track of time) during the two-hour focus group virtual conference and a 
statistician will assist this author in evaluating the data collected (approximately 6 hours). 
The rate of a statistician can be assumed to be $100/hour (K. Jacobs, personal 
communication, June 7, 2018). This author will aslo transcribe the focus group audio 
(from the recording) at no additional cost. Lastly, a Zoom room (Zoom.us) will be used to 
conduct the focus group virtual conference and the monthly membership is $54.99 for the 
Video Webinar plan that will facilitate poll-questions, unlimited meeting minutes, and 
recording of the meeting.  
Webinar: The four, 90-minute modules may take approximately 15 hours each to 
develop, as well as another 15 hours budgeted for the creation of dissemination material, 
such as an OT Practice article and online content for OT related social media pages and 
blogs. An additional 10 hours will be budgeted for recruitment of participants to pilot the 
webinar. Consulting with professionals may be beneficial for developing and marketing 
an online webinar or evaluating effectiveness of a program, specially for the first time. 
Therefore, a budget was created for consulting with Melissa LaPointe, an OT who 
provides 1:1 coaching for OTs regarding telehealth and online coaching ($49 for 60 
minutes), as well as a statistician who can assist during the evaluation phase of the course 
($100/hour for 6 hours).   
The nature of this course focuses on emerging topics in OT that may not be fully 
explored in a traditional OT graduate degree curriculum. Therefore, continuing education 
courses and resources were valuable to the development of the content of this webinar for 
the following reasons: to research expert recommendations for OTs in PC, ensure that 
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new and existing information is presented, and to access educational material not yet 
published due to emerging topics in OT practice. Moreover, topics on obesity and 
primary care of women require exploration and research outside of the OT literature, as 
well as further study of primary care frameworks,strategies, and theories used to treat 
obesity (e.g. 5A’s framework, Ecology of Human Performance, and Motivational 
Interviewing). The purchase of membership to occupationaltherapy.com ($99/year) and 
AOTA ($75/year for students), as well as CECs and books, were budgeted into the 
expenses for year 1 ($1558.72 total cost of education) and year 2 ($500).  
Equipment and communication costs may also be incurred. A mobile phone and 
personal computer with camera, audio, speaker, and Wifi capibilities are needed to 
conduct the course and other related business remotely ($0 to this OT who owns this 
equipment). Furthermore, reliable access to the internet is essential during all phases of 
this program, particularly during the implementation of the online course. Although Wifi 
may be free in some public areas or restaurants, a slow internet connection or loud 
background noise is a potential barrier during the live-webinar presentation that may be 
avoided with access to a privately owned upgraded network with fast-speed and reliable 
connection (starting at $50/month) in a personal space (e.g. home office). Access to a 
mobile line ($44/month) may be necessary to communicate with the hosting website staff 
or if audio in the computer fails, presenting by phone may be an option. Furthermore, 
Microsoft PowerPoint, Word, and Excel are the main software used to create material for 
the course and for data analysis and records. The cost of these is typically $69.99/year. 
However, this OT obtained software free of cost through Boston University.  
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Evaluation costs will include application for the Single Course Approval through 
AOTA ($325) in order to pilot the webinar with licensed OTs and provide an incentive of 
free CEUs when they complete the pilot webinar and evaluation surveys. Zoom.us will be 
used as the platform ($54.99/month) to pilot the webinar before launching it on 
Occupatinaltherapy.com. Recruitment of participants will be conducted using social 
media and listservs, which will incurr no additional cost.  
Year 2: Small intervention study 
During the second year, this author will be consulting to an OB/GYN clinic for 
seven hours weekly for three months in order to investigate the efficacy of the material 
that will be presented in year 2 of the program at a rate of $42/hour. The development of 
evaluation logistics, surveys, IRB application during the first year is estimated to take 40 
hours of work by this author. Pre and post suveys of women/participants in clinic will be 
collected using tablet (estimated cost of tablet on Amazon.com $150) for more efficiency, 
as well as to reduce printing material.  Qualtrics Research Suite will be used for 13 
months post-test, which is free of cost for Boston University students. Pre and post 
survey to OB/GYNs will also be completed using Qualtrics. During evaluation of 
outcomes, a statistician will be consulted for an estimated 7 hours (such as a typical work 
day) at a rate of $100/hour x 7: $700 to record data and analyze results. The purchase of 
membership to OccupationalTherapy.com and AOTA ($225), as well as CECs and 
books, were budgeted into the expenses ($500).  
Equipment necessary for communication and execution of the study were also 
considered. For example, a work computer ($500) and printer ($90) that will be used 
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exclusively at the clinic during the 3 months as a consultant for an OB/GYN clinic in 
order to protect patient’s medical records. Also, a mobile phone and personal computer 
with camera, audio, speaker, and Wifi capabilities are needed to conduct the course and 
other related business remotely ($0 to this OT who owns these). Other supplies that may 
be needed include printing educational resources for clients, marketing material to 
OB/GYN and PC team, handouts to train PC team in OT services (approximately 
$304.95). The cost of Wifi ($50/month) and mobile network ($44/month) for 3 months is 
estimated at $282.  
An additional cost of travel to the selected OB/GYN clinic during the first year 
was estimated based on distance from this author’s home and current cost of gas and 
highway tolls ($62.52).  
Table 5.1: Needed Resources Budget 
Budget Item Year 1 
Focus group and Webinar 
Year 2 
Small intervention 
Justification 
Personnel This OT: Hourly Rate of OT: 
$42/hr (based on the OT’s 
current hourly per-diem rate) 
 
Focus group: 15 hours 
prepare a 30 minute 
presentation for OB/GYNs, 
recruitment material, recruit 
OB/GYNs, 2 hours allotted 
for presentation and 
collection of information 
from OB/GYNs, and 8 hours 
for evaluation. Total 40 
hours x $42/hour = $1,680  
 
 
 
This OT: 
 
Consulting to 
OB/GYN clinic 7 hrs, 
1x/week for 3 months  
$42/hour (based on the 
OT’s current hourly 
per-diem rate):  
 
Total: $3,528 
According to 
Boettcher (2004) as 
cited in Doyle 
(2010), “On 
average, faculty 
members can 
anticipate 10 hours 
of course 
development per 
hour of online 
instruction (p. 89). 
 
The time dedicated 
to the study and the 
course will take time 
away from paid 
work for this OT. 
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Webinar:  
Development: 15 hrs to 
develop 90 mins of course 
material. Total for the 
development of 4 90-min 
modules: $2,520 
 
Evaluation: 10 hours to 
recruit participants, 7 hours 
(such as a typical work day) 
to analyze results. Total: 
$714 
 
Dissemination: 15 hrs at 
$42/hr 
for creating material to 
market the course (e.g. 
AOTA article, post for web-
site). Total: 
$630 
 
Total: $5,544 
Consultants Melissa LaPointe 1:1 
consulting session for first 
live webinar.  
 
Cost: $197 for 60 minutes. 
This OT has a deal for $49 
for 60 minutes. 
 
Statistician consultant to 
evaluate and ensure accuracy 
of interpreting/presenting 
data.  
Cost discussed in Evaluation 
budget. 
 
Total: $49 
Statistician consultant 
to evaluate and ensure 
accuracy of 
interpreting/presenting 
data. Cost discussed in 
Evaluation budget. 
Consulting with 
professionals may 
be beneficial for 
developing and 
marketing an online 
webinar or 
evaluating 
effectiveness of a 
program, specially 
for the first time. 
Instruction occupationaltherapy.com 
Membership fee in order to 
access primary care course: 
Dahl-Popolizio, S. (2015). 
Occupational therapists 
treating the ‘whole person’ 
Boston University 
online library will be 
used for research of 
evidence during 
implementation of the 
study. However, a 
Continuing 
education courses 
were valuable to the 
development of this 
course in order to 
research expert 
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in primary care: How do we 
do that?  
 
Cost: $99/year  
 
Krpalek, D., & Javaherian 
Dysinger, H. (2017). 
Designing occupational 
therapy services in a primary 
care setting: Successful 
strategies and lessons 
learned. (Online course) 
 
Cost: $24.95 for AOTA 
member price 
 
Hurley, J. & Hoffpauir, K. 
(n.d.). Weight loss: The 
next therapy frontier 
continuing education course 
for PTs, OTs, OTAs, & 
PTAs.  
 
Cost: $425 for 2-day in-
person course in Miami, FL. 
Additional travel and time-
off from work expense: 
approximately $730 ($50 
gasoline + $50 lunch/dinner 
+ $45 hourly weekend rate x 
7 hours Saturday & Sunday).  
 
Additional resources such as 
books and online courses to 
create module content:  
 
Rollnick, S. & Miller, W. 
(2007). Motivational 
Interviewing in health care: 
Helping patients change 
behavior (applications for 
motivational interviewing). 
New York: Guilford Press  
 
$500 budget will be 
allowed to purchase 
resources that may not 
be available through 
BU library.   
 
Total: $500 
recommendations 
for primary care, 
ensure that new and 
not only existing 
information is 
presented in the 
course, and also 
access educational 
material necessary 
for the development 
of the content of the 
course that is not yet 
published due to 
emerging topic in 
OT practice. 
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$22.81 on Amazon.com  
 
Laliberte, M., McCabe, R., 
& Taylor, V. (2009). The 
cognitive behavioral 
workbook for weight 
management: A step-by-step 
program (New Harbinger 
self-help workbook) 1st 
Edition. Oakland, CA: New 
Harbinger Publications.  
$19.96 on Amazon.com  
 
Lifestyle Redesign® 
for Weight Management 
available online: 
http://chan.usc.edu/academic
s/continuing-education/life-
management-series 
 
$162 for AOTA members  
 
Total: $1558.72 
Equipment Cost of Personal Computer 
with camera, audio, speaker, 
Wifi capabilities.   
 
This OT owns personal 
computer.  
 
Cost of mobile phone ranges 
$20-$700+ depending on the 
model.  
 
This OT owns cell phone. 
 
Total cost: $0   
Computer (desktop or 
laptop) to be used in 
clinic only for patient 
privacy.  
 
$90 for printer and 1 
set of black and color 
ink cartridges on 
Amazon.com  
 
Estimated cost: up to 
$500. However, may 
be provided by 
clinic/hospital. 
Cost of Personal 
Computer with 
camera, audio, 
speaker, Wifi 
capabilities. This OT 
owns personal 
computer.  
A computer and 
mobile phone are 
necessary equipment 
to conduct business 
remotely, such as 
during all the phases 
of this online 
program. 
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Cost of a mobile 
phone ranges $20-
$700 depending on the 
model. This OT owns 
mobile phone. 
Estimated additional 
cost: $0 
 
Total: $500    
Supplies Focus group: Printing 
recruitment resources 
OB/GYN.  
 
Estimated cost:  
$5.00 for 500 sheets on 
Amazon.com 
 
$36.99 for black and color 
ink replacement cartridges 
on Amazon.com 
 
Total: $41.99 
Printing educational 
resources for clients, 
marketing material to 
OB/GYN and PC 
team, handouts to train 
PC team in OT 
services. 
 
Estimated cost:  
$5.00 for 500 sheets 
on Amazon.com ($5 x 
3 months=$15) 
 
$36.99 for black and 
color ink replacement 
cartridges on 
Amazon.com ($36.99 
x 3 months= $110.97) 
 
Total: $125.97 
 
Communi-   
cation 
Cost of Wifi is $50/month 
 
Cost of mobile network  
$44/month 
 
For two months during 
Focus group and Webinar  
 
Total: $94 x 2 = $188 
 
 
 
Cost of Wifi is 
$50/month 
 
Cost of mobile 
network  
$44/month 
 
Total for 3 months: 
$282 
 
 
Reliable access to 
the internet is 
essential during all 
phases of this 
program, as it is an 
online course. 
Access to a mobile 
line may be 
necessary to 
communicate with 
hosting website staff 
or if audio in PC 
fails, presenting by 
phone may be an 
option. 
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Software  Microsoft Office. Cost is 
typically $69.99/year.  
 
However, this OT obtained 
software free of cost through 
Boston University.  
 
Total: $0 
 
Microsoft Office. Cost 
is typically 
$69.99/year. 
However, this OT 
obtained software free 
of cost through Boston 
University.  
Total: $0 
 
Microsoft 
PowerPoint, Word, 
and Excel are the 
main software used 
to create material for 
the course and for 
data analysis and 
records. 
Travel Travel budget of $100 (for 
gas and tolls) will be allotted 
during recruitment efforts for 
OB/GYN focus group and 
gratuity incentives of 
ergonomic assessments or in-
services at OB/GYN clinics.  
 
Total: $100 
Cost of toll for the day 
roundtrip:$1.40 (for 3 
months = $16.80) 
 
36 miles roundtrip 
commute 
approximately 1. 5 
gallons of gas x 
$2.54/gallon in Florida 
= $3.81/day x weekly 
for 3 months = $45.72 
 
Total: $62.52 
An online webinar 
will require no 
additional travel. 
However, the focus 
group recruitment/ 
incentives and 
consulting weekly 
for 3 months at an 
OB/GYN clinic 
requires additional 
travel.  
Evaluation Cost of hiring OT personnel 
discussed above. 
 
Zoom.us webinar  
Platform. Cost: 
$54.99/month/host for 2 
separate months (for Focus 
group and later for pilot of 
Webinar). Total: $109.98 
 
Statistician consultant to 
evaluate and ensure accuracy 
of interpreting/presenting 
data.  
 
Focus group:$100/hour x 6 
hours: $600 
 
Webinar: $100/hour x 6 
hours: $600 
 
Total: $1,309.98 
Development of 
evaluation logistics, 
surveys, IRB 
application. $42/hour x 
40 hours 
= $1,680.00 
 
Pre and post survey to 
women in clinic using 
tablet to collect data 
more efficiently, as 
well as reduce printing 
material.   
 
Pre and post survey to 
OB/GYNs using 
Qualtrics $0 
Estimated cost of 
tablet on Amazon.com 
$150 
 
 
Zoom.us webinar 
will be used to pilot 
the course with OTs 
due to the 
limitations of 
occupationaltherapy.
com in providing 
participant emails 
necessary for pre 
and post surveys, as 
well as cost of 
membership. 
Therefore, the pilot 
will inform the 
improvement of the 
course before the 
live presentation on 
occupationaltherapy.
com 
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 Statistician 
consultation $100/hour 
x $10: $1000 
  
Total: $2,830 
Other 
expenses 
Monetary compensation for 
OB/GYN participants: $200 
x 10 = $2,000 
 
Application for Single 
Course Approval through 
AOTA 
Cost: $325 
 
Cost of AOTA membership 
used for discounts on CEUs: 
$75/year for students. This 
OT paid $75 due to student 
status in BU doctoral 
program.   
 
Graphics for course: 
Dreamstime.com  
Promotion: 5 images $0 first 
month 
 
Total: $400 
 
Cost of AOTA 
membership used for 
discounts on CEUs 
$225/year for OT> 2 
years’ experience.  
 
Total: $225 
CEUs will provide 
incentive for OTs to 
participate in pilot 
study of the course.  
 
Pictures are used to 
enhance visual 
learning and 
aesthetics of 
presentation. These 
pictures can now be 
used freely in the 
presentation, as they 
were obtained on a 
stock photography 
site via a Royalty-
Free License.  
 
Total cost  $11,191.69 $8,053.49  
 
 
Potential Funding Sources: 
 
 Grants and fundraising websites exist as potential funding sources. American 
Occupational Therapy Foundation (AOTF) Intervention Research Grant Program (IRG) 
grant awards up to $50,000 to OTs who are at the start of their career as investigators, 
with a need for funds towards an intervention study, and have an experienced mentor to 
assist with their research. Agency for Healthcare Research Grant R03: Small Research 
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Grant, awards a maximum of $100,000 for short-term/preliminary projects generally 
completed within two years related to the mission of the Agency for Healthcare Research 
and Quality including improving health care quality outcomes by providing integrated, 
coordinated whole-person, 360 degree care to optimize individual and population health 
outcomes. Also, dissertations can be used if it is within the scope of the aware. FundRazr 
is a public online platform to raise funds for any cause that aims to be available to 
everyone, easy to use and inexpensive. It has raised over $116M for over 140 campaigns, 
and over 100 causes. Funds donated from friends, family, and colleagues towards a 
personal campaign or project. Funds may be recruited through emails, phone calls, letters 
describing what their contribution will fund.  
Table 5.2: Potential Funding Sources  
 
Funding 
Sources 
Description and criteria that makes it applicable 
Intervention 
Research 
Grant 
Program 
(IRG) AOTF 
The purpose of the American Occupational Therapy Foundation (AOTF) 
IRG grant program is to lay the necessary groundwork for larger 
intervention studies and support the profession's Centennial Vision of 
occupational therapy as science-driven and evidence-based.  
 
Basic Criteria: For principal investigators (PI) who are credentialed 
occupational therapists, do not currently have substantial extramural 
research awards, have a funding history associated with early stage, 
emerging, or early midcareer investigators that may include small 
research grants and training-related or mentored career awards, and must 
also have a commitment from an experienced research mentor who has an 
established record of substantial extramural grant funding, peer-reviewed 
publications and supervision and mentoring of researchers.  
 
http://www.aotf.org/scholarshipsgrants/aotfinterventionresearchgrantprog
ram 
 
Grant Amount: maximum award of $50,000 
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2018 Intervention Research Grant Recipients: 
Angela Caldwell, PhD, OTR/L, CLT 
University of Pittsburgh 
Partnering for Prevention: Promoting Healthy Habits in Underserved 
Communities 
Mentor: Roxanna Bendixen, PhD, OTR/L 
 
Rachel Proffitt, OTD, OTR/L 
University of Missouri 
Feasibility of the Lee Silverman Voice Treatment(R)-BIG Intervention in 
Stroke 
Mentor: Timothy Wolf, OTD, PhD, OTR/L, FAOTA  
Agency for 
Healthcare 
Research 
Grant R03: 
Small 
Research 
Grant 
 
This grant is for short-term/preliminary projects generally completed 
within two years related to the mission of the Agency for Healthcare 
Research and Quality including improving health care quality outcomes 
by providing integrated, coordinated whole-person, 360 degree care to 
optimize individual and population health outcomes. Also, dissertations 
can be used if it is within the scope of the aware.  
 
https://www.ahrq.gov/funding/fund-opps/index.html 
Grant amount: Maximum award of $100,000  
Grantee Recipients:  
Improving Health Outcomes 
Karen B. DeSalvo, M.D., M.P.H., M.Sc., Acting Assistant Secretary for 
Health U.S. Department of Health and Human Services 
Improving Working Conditions Reduces Physician Burnout 
Mark Linzer, M.D., Director of the Division of General Internal Medicine 
Fundrazr. 
com 
FundRazr is a public online platform to raise funds for any cause that 
aims to be available to everyone, easy to use and inexpensive. It has 
raised over $116M for over 140 campaigns, and over 100 causes.  
https://fundrazr.com  
Free Plan: 0% platform fee for personal campaigns and nonprofits 
Pro Plan: 5% platform fee with additional power tools for professional 
fundraising organizations, nonprofits and charities  
Angel 
Capital  
Funds donated from friends, family, and colleagues towards a personal 
campaign or project. Funds may be recruited through emails, phone calls, 
letters describing what their contribution will fund.  
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Summary and Conclusion 
 
 The two-year funding plan for the webinar titled “Forming partnerships with 
Obstetricians & Gynecologists: Exploring Occupational Therapy’s Role in the Primary 
Care of Women”, including the focus group and small intervention study, will provide a 
guide for future implementation. Overall, year one is estimated to cost approximately 
$11,000 and the second year $8,000. In order to keep costs manageable, in-kind resources 
and the use of grants are a valuable source for funds. The highest expense is paying 
personnel, mainly the OT, which may require the OT volunteering time, such as during 
recruitment or development of content, in order to use the funds to finance other costs 
that are less negotiable (e.g. AOTA fees, travel). The next chapter will discuss the 
dissemination plan for the webinar. 
  
		
78 
CHAPTER 6: DISSEMINATION PLAN  
Introduction 
Forming Partnerships with Obstetricians & Gynecologists: Exploring Occupational 
Therapy’s Role in the Primary Care of Women is a three-part series of continuing 
education webinars for occupational therapists (OTs) designed to define a potential role 
for OTs in a partnership with obstetricians & gynecologists (OB/ GYN) and compile 
educational tools for OTs regarding treatment of obesity in this setting to meet a public 
health need in the prevention and treatment of obesity in women of reproductive age. 
After completing the webinar OTs will have the evidence-based resources to 1) identify 
their potential role in an OB/GYN primary care team, 2) use an occupation-based 
approach to treat obesity in primary care, 3) apply best-practice recommendations to treat 
obesity in primary care to OT, and recognize opportunities for advocacy to the AOTA 
Representative Assembly (RA).  
Dissemination goals 
• Long Term Goal: It is the long-term dissemination goal of this project to 
implement OT services into OB/GYN primary care teams across the U.S. This 
long-term goal may be accomplished by attaining the following short-term goals.  
• Short Term Goal: Project results will inform OTs of their role in OB/GYN 
primary care (PC).  
• Short Term Goal: Project results will inform advocacy to AOTA RA to develop 
an official document articulating the role of OT in OB/GYN PC.  
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Target Audiences 
The primary audience intended to receive the key message and evaluation results of this 
project is occupational therapy practitioners and the secondary audience is AOTA RA 
representatives.  
Key Messages  
For Occupational Therapy Practitioners:  1. Occupational therapists have a valuable role in addressing a pressing public health 
issue that is the rise in obesity in women of reproductive age, which impacts their 
wellness and that of their future offspring. OTs can contribute an occupation-
based approach within an OB/GYN primary care team to increase the rate of 
counseling offered by OTs and OB/GYNs in this setting and the effectiveness of 
addressing lifestyle changes and physical activity in women of reproductive age 
with or at risk for obesity and other chronic health conditions.  2. The AOTA endorses the development and wide acceptance of OT’s role in 
primary care (McKenna, 2013) including expanding their services into specialty 
primary care areas that are new to OTs, such as partnering with OB/GYNs 
(AOTA Commission of Education, 2017). Participating in Forming Partnerships 
with Obstetricians & Gynecologists: Exploring Occupational Therapy’s Role in 
the Primary Care of Women is one way to become informed and obtain resources 
to grow this emerging practice.  
For AOTA RA representatives:  
1. The AOTA endorses the development and wide acceptance of OT’s role in 
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primary care (McKenna, 2013) including expanding their services into specialty 
primary care areas that are new to OTs, such as partnering with OB/GYNs 
(AOTA Commission of Education, 2017). Moreover, the participation of OTs in 
this webinar shows the growing interest for this emerging practice. However, 
there is limited resources defining OT’s role in OB/GYN PC and continuing to 
define OT’s role in this setting is one of the first recommended steps to successful 
integration into an emerging practice (Koverman et al., 2017).   
2. OTs have a valuable role in addressing a pressing public health issue that is the 
rise in obesity in women of reproductive age, which impacts their wellness and 
that of their future offspring. OTs can contribute an occupation-based approach 
within an OB/GYN primary care team to increase the rate of counseling in this 
setting and the effectiveness of addressing lifestyle changes and physical activity 
in women of reproductive age with or at risk for obesity and other chronic health 
conditions. Including OT services as part of well woman visits has the potential to 
improve client experience and outcomes by 1) increasing convenience for client 
to complete referral for treatment (Dahl-Popolizio et al., 2017), 2) treating the 
whole person including addressing daily routines, roles, social and environmental 
supports to manage obesity—rather than focusing exclusively on weight loss 
(Muir, 2012). Developing official statements that support OT’s role in OB/GYN 
PC settings may facilitate research and further exploration of these OT outcomes 
in OB/GYN PC teams, which is an important step to secure reimbursement in this 
setting (Koverman et al., 2017).  The support of AOTA will increase influence to 
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organizations linked to research grants and OB/GYNs (such as the American 
College of Obstetricians & Gynecologists) in order to accomplish this.  
Sources/Messengers: 
• Influential spokesperson for occupational therapy practitioners is Karen Jacobs, 
EdD, OT, OTR, CPE, FAOTA. She is a clinical professor of OT at Boston 
University (BU), program director of BU’s distance education post-professional 
OT program, founding editor-in-chief of the peer-reviewed journal WORK, and a 
certified professional ergonomist (CPE).  She is also a past president and vice-
president of AOTA.  
• Influential spokesperson for occupational therapy practitioners is Amy Lamb, 
OTD, OT/L, FAOTA. She is the current president of AOTA and her areas of 
expertise include Health care policy & reform and prevention and wellness.  
• Influential spokesperson for AOTA RA representatives is Edwin Myers, OTD, 
OTR/L who is the State and Election Area Representative for Florida, which is 
this author’s state of residency.  
Dissemination activities: 
The following are the dissemination activities in order of priority and by category.  
For Occupational Therapists:  
1. Written: Create a magazine article in OT Practice, the clinical and professional 
magazine of AOTA, which provides news and information to AOTA members, 
such as occupational therapists. https://www.aota.org/Publications-
News/otp/Author.aspx 
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To be submitted within one month of project completion by this author.  
2. Electronic media: Lifestyle by Design Podcast. Record and share a one-hour 
podcast with influential speaker, Karen Jacobs, introductory message followed by 
this author’s presentation on key messages from this project. To be recorded 
within 1 month of project completion by this author and influential speaker.  
http://lifestylebydesign.libsyn.com/website  
3. Electronic media: AOTA Everyday Evidence Podcast. Record and share a one-
hour podcast with influential speaker’s, Amy Lamb, introductory message 
followed by this author’s presentation on key messages from this project. 
https://www.aota.org/Practice/Researchers/Evidence-Podcast.aspx. To be 
recorded within 3 month of project completion by this author and influential 
speaker.  
4. Electronic media: AOTA-AOTF Occupational Therapy Researcher Database 
Submit this author’s doctoral dissertation into the database. AOTA staff members 
have access to this database for “advocacy of policies and reimbursement, writing 
public comments, and advancing practice” (AOTA.org). 
https://www.aota.org/~/media/Corporate/Files/AOTA%20Researcher%20Databas
e%20Directions%206-2014.pdf. To be submitted within 2 months of project 
completion by this author.  
5. Person-to-Person: Poster presentation at AOTA Annual Conference & Expo San 
Diego, California. April 8-11, 2021. https://www.aota.org/Conference-
Events.aspx. To be submitted one-year prior to conference for acceptance.  
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For AOTA RA Representatives: 
1. Written: Email Edwin Myers, OTD, OTR/L Florida RA representative. Present 
outcomes of the project and request support in advocating to RA representatives 
via a Motion for AOTA to develop an official documents on OT’s role in 
OB/GYN. To be submitted within 1 month of project completion by this author. 
2. Written: Motion Submission Form 
Complete a Motion Submission Form with the help of a representative, requesting 
for AOTA to develop an official documents on OT’s role in OB/GYN. 
https://www.aota.org/AboutAOTA/Get-Involved/RA/Motions.aspx 
To be submitted within 3 months of project completion by this author and RA 
representative.  
Budget 
 The dissemination activities described above do no require a large budget for 
funds, as they mainly require time from this author and are able to be carried out virtually 
through on-line platforms. However, there are some costs that will be incurred for travel 
and to the AOTA Annual Conference & Expo and poster presentation materials.  
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Table 6.1: Preliminary Budget for Dissemination Activities  
Activity Cost 
Magazine article in 
OT Practice 
No additional cost to this author who has access Microsoft 
Word for creating/editing the article and access to free WiFi to 
submit the article.  
Podcast  No additional cost. This author can use TalkShoe, an online site 
that allows for free recording, storing, and uploading of 
Podcasts.   
https://www.talkshoe.com/se/about/TSAbout.html 
AOTA-AOTF 
Occupational Therapy 
Researcher Database 
No additional cost. This can be submitted online.  
AOTA Annual 
Conference & Expo 
Conference registration: $451 
Printing & shipping for poster and handouts: $110 
Travel: $500 
Lodging and meals: $500  
(Based on estimations made by experienced OT, Doyle, 2010).  
Email to RA 
representative 
No additional cost to this author who has access Microsoft 
Word for creating/editing the email and access to free WiFi to 
submit email.  
Motion Submission 
Form 
No additional cost to this author who has access Microsoft 
Word for creating/editing the form and access to free WiFi to 
submit the form.  
 
No additional cost to submit this form.  
 
AOTA Membership is required to submit a motion. No 
additional cost to this author who pays for annual membership.  
Total $1,561 
 
 
Evaluation 
 
• Written information: The success of these will be determined if the article is 
accepted for publication in OT Practice, if the email to the RA Representative 
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initiates the process of support from the RA Representative towards creating a 
motion and if the Assembly accepts the Motion.  
• Electronic Media: The times the podcast is accessed, as well as the number of 
comments by listeners will determine the success of the Podcast. The success of 
dissemination efforts of submitting this Doctoral dissertation to AOTA-AOTF 
Occupational Therapy Researcher Database will be determined by the number of 
citations to this author’s work in AOTA statements or documents. Ok 
• Person-to-Person: The success of the poster presentation at the AOTA Annual 
Conference & Expo will be determined by the number of attendees that attended 
the sessions, as well as the number of OTs that requested further information by 
exchanging contact information.  
 
Conclusion 
 The dissemination of the key findings of Forming Partnerships with Obstetricians 
& Gynecologists: Exploring Occupational Therapy’s Role in the Primary Care of Women 
and this doctoral dissertation are geared towards advancing the practice of OT in 
OB/GYN primary care by targeting two main audiences, occupational therapy 
practitioners and AOTA RA representatives. The long-term goal of the dissemination of 
this project is to implement OT services into OB/GYN primary care teams across the 
U.S. Efforts towards this goal will include the following dissemination activities, the 
publication of a journal article in OT Practice, a podcast recording for AOTA Everyday 
Evidence Podcast with an influential speaker, submission of the doctoral dissertation to 
AOTA-AOTF database, a poster presentation at an AOTA Annual Conference & Expo, 
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as well as a written email communication with RA representative and submitting a 
motion for AOTA’s official statement of OT’s role in OB/GYN. The total expected 
expense for the dissemination plan is $1,561.
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CHAPTER 7: CONCLUSION 
 
The increased prevalence of obesity and low rate of physical activity among 
women of reproductive ages 19 to 39 in the U.S. is a public health concern because it 
increases the risks of poor health and occupational performance in the life of the women 
and their offspring. Interdisciplinary teams to treat obesity and other chronic conditions 
in obstetrics & gynecology (OB/GYN) primary care settings are recommended and it is 
an emerging practice. Occupational therapists (OTs) have a distinct role in the supporting 
OB/GYNs in treating and preventing obesity in women of reproductive age and future 
generations by addressing contextual and behavioral barriers to the performance of health 
management and maintenance task that influence obesity. However, OTs and OB/GYNs 
have a decreased awareness and definition of OT’s role in OB/GYN primary care teams. 
Forming Partnerships with Obstetricians & Gynecologists: Exploring Occupational 
Therapy’s Role in the Primary Care of Women is an evidence-based continuing education 
webinar for OTs designed with goal of firstly, defining a role for OTs in OB/GYN PC, 
secondly, increasing OT’s awareness of this role, thirdly, compiling resources for future 
use in this emerging practice and fourthly, increasing OT’s self-efficacy in promoting 
their role to other OTs. The long-term goal of this project is to facilitate the integration of 
occupational therapy in OB/GYN PC across the U.S. in order to improve the 
management of obesity and other chronic conditions in women of reproductive age and 
future generations.  
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APPENDIX A: Modified 5A’s Guide 
 
		
89 
APPENDIX B: EHP Health Management & Maintenance Worksheet for Clients 
Assess 
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APPENDIX D: Goal-Setting Worksheet 
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APPENDIX E: Part I Modified Obesity Assessment Algorithm  	 	
Yes
No to
being
weighed
No to
measurements
and OT
Yes
Yes Yes
No
No
Every
well-woman
visit
(Nursing)
Ask if client would
like to be weighed
today and discuss
their health and
wellness routine.
(Nursing)
Measure
weight and height.
Calculate BMI.
(Nursing)
Seek permission
to take other
measurements to
help discuss their
health today.
(Nursing)
Express
understanding.
Inquire about
their priorities
for today's visit.
(Nursing, Physician, or OT)
*Use Positive reinforcement and
encouragement to maintain activity level.
Use handout or discussion to provide
brief education on obesity risks and
ways to prevent.
 Let client know whom to contact when
ready for counseling/treatment if
applicable.
**BMI ≥ 25 or waist ≥ 35 in
(88 cm) or ≤ 150 min/week
of moderate-intensity
aerobic PA or ≤ 75 min/
week of vigorous-intensity
aerobic activity and ≤ 2
days/week of muscle-
strengthening
(Nursing)
Measure satisfaction with
their current health &
wellness routine and
Exercise Vital Sign (EVS)
(+ muscle strengthening)
 (Nursing)
**Measure waist
circumference and
blood pressure.
(Physician or Nursing)
Assess other risk factors:
AODM
Dyslipidemia
GERD
Hypertension
Immobility
Obstructive sleep apnea
Osteoarthritis
PCOS
Stress incontinence
**≥ 2 EOSS
**Depression
**Eating Mood disorder
Planning to become pregnant
≤ 4 satisfaction with Health & Wellness
routine
Are  ≥ 2 risk
factors
present?
Refer to
Occupational
Therapist
Part I - Modified
Obesity Assessment Algorithm
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Adapted from The American College of Obstetrics & Gynecology (ACOG). (2016). ACOG obesity toolkit for health providers: screening and 
assessing patient readiness for weight loss. Retrieved from https://www.acog.org/About-ACOG/ACOG-Departments/Toolkits.../Obesity-Toolkit 
Abbreviations: AODM: adult onset diabetes mellitus, BMI: body mass index, GERD: gastroesophageal reflux disease, PCOS: polycystic ovary 
syndrome, EOSS: Edmonton obesity staging system. 
Key: Yellow circles and italics indicate text from ACOG (2016).  
Text in bold indicate additions made by this author based on literature review of best practice for treatment of obesity & recommendations for OT 
services.  
*Austin, A., Damani, S., & Bevers, T. (2016). Clinical approach for patient-centered physical activity assessment and interventions. Clinical Journal of 
Oncology Nursing, S20,3-7. doi:10.1188/16CJON.S2.3-7 
**Dietz, W.H., Baur, L.A., Hall, K., Puhl, R.M., Taveras, E.M., Uauy, R., & Kopelman, P. (2015). Management of obesity: Improvement of health-care 
training systems for prevention and care. Lancet, 385,2521-2533. http://dx.doi.org/10.1016/ S0140-6736(14)61748-7 
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Part I – Modified Obesity Assessment Algorithm 
1. Every well-woman visit  
a. (Nursing) Ask if client would like to be weighed today and discuss their health and 
wellness routine.  
i. Yes 
1. (Nursing) Measure weight and height. Calculate BMI.  
ii. No to being weighed 
1. Seek permission to take other measurements to help discuss their 
health today.  
a. Yes 
i. (Nursing) **Measure waist circumference and blood 
pressure. 
iii. No to measurements and OT  
1. (Nursing) Express understanding. Inquire about their priorities 
for today's visit.  
2. Nursing, Physician, or OT. *Use Positive reinforcement and 
encouragement to maintain activity level. Use handout or discussion 
to provide brief education on obesity risks and ways to prevent. 
Let client know whom to contact when ready for 
counseling/treatment if applicable.  
 
b. Measure satisfaction with their current health & wellness routine and Exercise 
Vital Sign (EVS) (+ muscle strengthening)  
i. **BMI ≥ 25 or waist ≥ 35 in (88 cm) or ≤ 150 min/week of moderate-
intensity aerobic PA or ≤ 75 min/week of vigorous-intensity aerobic activity 
and ≤ 2 days/week of muscle strengthening 
1. Yes 
(Physician or Nursing)  
Assess other risk factors:  
AODM 
Dyslipidemia 
GERD 
Hypertension 
Immobility 
Obstructive sleep apnea 
Osteoarthritis 
PCOS 
Stress incontinence 
**≥ 2 EOSS 
**Depression 
**Eating Mood disorder 
Planning to become pregnant  
≤ 4 satisfaction with Health & Wellness routine 
ii. Are  ≥ 2 risk factors present?  
1. Yes  
2. Refer to Occupational Therapist  
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APPENDIX F: Part II Modified Obesity Assessment Algorithm  																									
Adapted from The American College of Obstetrics & Gynecology (ACOG). (2016). ACOG obesity toolkit for health providers: screening and 
assessing patient readiness for weight loss. Retrieved from https://www.acog.org/About-ACOG/ACOG-Departments/Toolkits.../Obesity-Toolkit 
Abbreviations: EHP: Ecology of Human Performance, AOTA: American Occupational Therapy Association, SMART: Specific, measurable, 
action-oriented, realistic, time-oriented.  
Assess readiness for change:
"How ready are you to consider making lifestyle
changes, specifically ones that would lead to increased
physical activity and modifying eating habits to improve
your health?" (Refer to readiness ruler ***)
Devise goals and lifestyle modification program for reduction of
risk factors and increased health and wellness**
Use EHP & AOTA framework/worksheet to identify barriers,
supports, roles, values
Refer to modified 5 A's framework and SMART Goals
Refer to Motivational Interviewing (MI) principles to assist in
client's progression through stages of change. ***
Health team to
advise lifestyle
modification
program**
Lifestyle modification
program
8-10: Ready:
Preparation; Action
Part II - Modified
Obesity Assessment Algorithm
Occupational
Therapist
0-3: Not ready:
 Precontemplation; Early
contemplation.
4-7: Unsure: Contemplation
Use EHP & AOTA framework/worksheet to identify barriers,
supports, roles, values
Refer to Motivational Interviewing (MI) principles to assist in client's
progression through stages of change. ***
Refer to modified 5 A's framework. Use SMART Goals if client
is ready. Encourage healthy eating habits and physical activity/limit
sedentary behavior through patient education.*
Assess stress levels
Readiness ruler ***
Stress Ruler
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Key: Text in bold indicate additions made by this author based on literature review of best practice for treatment of obesity & recommendations 
for OT services.  
* Austin, A., Damani, S., & Bevers, T. (2016). Clinical approach for patient-centered physical activity assessment and interventions. Clinical 
Journal of Oncology Nursing, S20, 3-7. doi:10.1188/16CJON.S2.3-7 
Green circles and ** indicate text from Dietz, W.H., Baur, L.A., Hall, K., Puhl, R.M., Taveras, E.M., Uauy, R., & Kopelman, P. (2015). 
Management of obesity: Improvement of health-care training systems for prevention and care. Lancet, 385, 2521-2533. 
http://dx.doi.org/10.1016/ S0140-6736(14)61748-7 
Blue circles and *** indicate text from Bray, J., Kowalchuk, A., Waters, V. (n.d.). Brief intervention: Stages of change and motivational 
interviewing. [PowerPoint slides]. Retrieved from:http://docplayer.net/17147825-Brief-intervention-stages-of-change-and-motivational-
interviewing.html 	
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Part II - Modified Obesity Assessment Algorithm 
1. Occupational Therapist  
a. Assess readiness for change: "How ready are you to consider 
making lifestyle changes, specifically ones that would lead to 
increased physical activity and modifying eating habits to improve 
your health?" (Refer to readiness ruler ***) 
i. ***8-10: Ready: Preparation; Action 
1. Devise goals and lifestyle modification program for 
reduction of risk factors and increased health and 
wellness**. Use EHP & AOTA framework/worksheet 
to identify barriers, supports, roles, values. Refer to 
modified 5 A's framework and SMART Goals. Refer 
to Motivational interviewing (MI) principles to assist in 
client's progression through stages of change. *** 
2. Health team to advise lifestyle modification program**  
3. Lifestyle modification program** 
ii. ***0-3: Not ready: Precontemplation; Early contemplation. 4-7: 
Unsure: Contemplation 
1. Use EHP & AOTA framework/worksheet to identify 
barriers, supports, roles, values. Refer to Motivational 
interviewing (MI) principles to assist in client's 
progression through stages of change. ***. Refer to 
modified 5 A's framework. Use SMART Goals if 
client is ready. Encourage healthy eating habits and 
physical activity/limit sedentary behavior through 
patient education.* 
b. Assess stress levels  										
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APPENDIX G: Part III Modified Obesity Assessment Algorithm 																												
Yes
NoNo
Occupational Therapy in OB/GYN PC team:
Interventions may include addressing personal and
environmental barriers, facilitating alignment of values
to their habits/routines, introducing health
management practices to manage stress/anxiety (e.g.
meditation), increasing self-efficacy through practice
or modeling tasks, identifying resources and supports
for self-management of health behaviors.
**Satisfactory
progress or
goal achieved?
(Health care team
including OT)
**Regular monitoring
Assist with weight maintenance
Reinforce healthy eating and
physical activity advice
(Health care team including OT)
**Weight maintenance and
prevention of weight regain
Nutrition therapy
Physical activity
Cognitive behavior therapy
Occupational therapy
Address other risk factors: periodic
monitoring of weight, BMI, and waist
circumference every 1-2 years
**Pharmacotherapy
BMI ≥ 27 kg/m-2
plus risk factors, or
BMI ≥ 30 kg/m-2
Adjunct to lifestyle
modification; consider if
patient has not lost 0-5 kg
per week by 3-6 months
after lifestyle changes
**Bariatric surgery
BMI ≥ 35 kg/m-2 plus risk
factors, or
BMI ≥ 40 kg/m-2
Consider if other weight loss
attempts have failed; needs
lifelong medical monitoring
**Cognitive behavior therapy:
 Identification of cues that prompt
overeating or inactivity, and
restructuring thoughts and behaviors to
prompt healthy responses.
Lifestyle modificaiton program:
Lifestyle therapy
delivered in OB/GYN PC
setting for women with
BMI= 25-34 kg/m-2
**Nutrition: reduce energy
intake by
500-1000 kcal/day
Occupational Therapy in OB/GYN PC team:
Collaborate with client to facilitate PA performance considering OB/
GYN recommendations and EHP framework (person, context, task--
e.g. medical history, personal preferences, function, skills,
environment).
Interventions may include addressing contextual, task, & personal
barriers to PA, self-managing health care routine, modifying
physical activity task or environment based on medical precautions,
and identifying community resources.
Occupational Therapy in OB/GYN PC team:
Collaborate with client, nutritionist and OB/
GYN to facilitate follow-through of nutrition
recommendations.
Interventions may include addressing
contextual, task, personal barriers to meal
planning and preparation, managing daily
routines, identifying resources and supports
to facilitate task.
**Physical activity: initially 30 min
of moderate intensity 3-5 times
per week; eventually ≥ 60 min on
most days; add endurance
exercise training; medical
assessment is advised before
starting activity program
Refer to Physical Activity
Flowchart* and
Post-partum
Contraindications table+
Intensive lifestyle modification
program  outside of OB/GYN PC
setting recommended (e.g.
bariatric rehabilitation center)
for women with BMI ≥ 35 kg/m-2
PC team will assist client with
referral to appropriate services
Part III - Modified
Obesity Assessment Algorithm
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Adapted from The American College of Obstetrics & Gynecology (ACOG). (2016). ACOG obesity toolkit for health providers: screening and 
assessing patient readiness for weight loss. Retrieved from https://www.acog.org/About-ACOG/ACOG-Departments/Toolkits.../Obesity-Toolkit 
Abbreviations: EHP: Ecology of Human Performance, PA: Physical activity, OB/GYN: Obstetrics & Gynecology, PC: Primary Care, BMI: 
Body Mass Index, HEP: Home Exercise Program 
Key: Yellow circles and italics indicate text from ACOG (2016). Text in bold indicate additions made by this author based on literature review 
of best practice for treatment of obesity & recommendations for OT services.  
* Austin, A., Damani, S., & Bevers, T. (2016). Clinical approach for patient-centered physical activity assessment and interventions. Clinical 
Journal of Oncology Nursing, S20,3-7. doi:10.1188/16CJON.S2.3-7 
Green circles and ** indicate text from Dietz, W.H., Baur, L.A., Hall, K., Puhl, R.M., Taveras, E.M., Uauy, R., & Kopelman, P. (2015). 
Management of obesity: Improvement of health-care training systems for prevention and care. Lancet, 385,2521-2533. http://dx.doi.org/10.1016/ 
S0140-6736(14)61748-7 
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Part III - Modified Obesity Assessment Algorithm 
1. Lifestyle Therapy delivered in OB/GYN PC setting for women with BMI= 
25-34  
a. **Nutrition: reduce energy intake by 500-1000 kcal/day 
i. Occupational Therapy in OB/GYN PC team: Collaborate 
with client, nutritionist and OB/GYN to facilitate follow-
through of nutrition recommendations. Interventions may 
include addressing contextual, task, personal barriers to 
meal planning and preparation, managing daily routines, 
identifying resources and supports to facilitate task.  
b. **Cognitive behavior therapy: Identification of cues that prompt 
overeating or inactivity, and restructuring thoughts and behaviors to 
prompt healthy responses. 
i. Occupational Therapy in OB/GYN PC team: Interventions 
may also addressing personal and environmental barriers, 
facilitating alignment of values to their habits/routines, 
introducing health management practices to manage 
stress/anxiety (e.g. meditation), increasing self-efficacy 
through practice or modeling tasks, identifying resources 
and supports for self-management of health behaviors.  
c. **Physical activity: initially 30 min of moderate intensity 3-5 times per 
week; eventually ≥ 60 min on most days; add endurance exercise 
training; medical assessment is advised before starting activity program 
i. Occupational Therapy in OB/GYN PC team: Collaborate 
with client to facilitate PA performance considering 
OB/GYN recommendations and EHP framework (person, 
context, task--e.g. medical history, personal preferences, 
function, skills, environment). Interventions may include 
addressing contextual, task, & personal barriers to PA, self-
managing health care routine, modifying physical activity 
task or environment based on medical precautions, and 
identifying community resources. 
ii. Refer to Physical Activity Flowchart* and Post-partum 
Contraindications table+ 
2. **Satisfactory progress or goal achieved?  
a. Yes 
i. **Regular monitoring. Assist with weight maintenance. 
Reinforce healthy eating and physical activity advice 
**Weight maintenance and prevention of weight regain. 
Nutrition therapy. Physical activity. Cognitive behavior therapy  
Address other risk factors: periodic monitoring of weight, BMI, 
and waist circumference every 1-2 years 
b. No 
i. **Pharmacotherapy BMI ≥ 27 kg/m2 plus risk factors, or BMI ≥ 
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30 kg/m2. Adjunct to lifestyle modification; consider if patient 
has not lost 0-5 kg per week by 3-6 months after lifestyle 
changes 
ii. **Bariatric surgery BMI ≥ 35 kg/m2 plus risk factors, or BMI ≥ 
40 kg/m2. Consider if other weight loss attempts have failed; 
needs lifelong medical monitoring  
1. Intensive lifestyle modification program with more 
visits outside of OB/GYN PC setting recommended  
(e.g. bariatric rehabilitation center) for women with 
BMI ≥ 35 kg/m2 											
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EXECUTIVE SUMMARY 	
Introduction 	
Obesity is a major public health issue because it is the top manageable risk factor 
for other serious long-term conditions and rising healthcare costs  (Blanchard, 2012; 
Center for Disease Control and Prevention, [CDC], 2016a). Obesity and overweight are 
defined as “abnormal or excessive fat accumulation that presents a risk to health” (World 
Health Organization [WHO], 2017, para.1). Obesity is also “a result of complex social, 
behavioral, cultural, environmental, physiological, and genetic factors and [also] impacts 
participation in life.” (Blanchard, 2012, p. S81). Half of women in the U.S. have obesity 
or overweight before entering pregnancy (CDC, 2016b), which increases the risk for a 
series of health concerns  that impact mother and baby, as well as future generations by 
increasing the chance for obesity across the life of the child (American College of 
Obstetrics & Gynecology [ACOG], 2016). Studies also show that adult women have a 
low rate of meeting the national recommendations for physical activity, which is 
generally at least 150 minutes per week of moderate-intensity endurance physical activity 
combined with two or more days of muscle-strengthening activities (Office	of	Disease	Prevention	and	Health	Promotion	[ODPHP], 2017). Additionally, physical activity 
tends to decline or stop during pregnancy. Physical inactivity is one of the top risk factors 
for early death, as well as maternal obesity and gestational diabetes mellitus (ACOG, 
2015). The benefits of physical activity through exercise go beyond weight loss, such as 
to improve brain health, physical function, and pain (Brewin & Nannini, 2014; Dietz et 
al., 2015; Physical Activity Guidelines Advisory Committee, 2018).  
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Key Findings and Project Overview  	
Due to the high rate of obesity and low rate of physical activity among women of 
reproductive age, it is the recommendation of the U.S. Preventive Services Task Force 
(USPSTF) and the American College of Obstetrics and Gynecology (ACOG) that all 
adults be screened and receive treatment for obesity during primary care visits to their 
doctors (ACOG, 2016). However, research shows that Obstetrician & Gynecology 
(OB/GYN) physicians do not routinely screen and treat their patients for obesity because 
of lack of time, training, and societal bias (Lindheim et al., 2017, Smith et al., 2015). 
This is an important need to address in this setting, as most women of reproductive age, 
especially in their 20s, rely on OB/GYNs for their primary and preventive care (Murthy, 
2016; Mazzoni et al., 2017; Petterson, Bazemore, Phillips, & Rayburn, 2014; Stormo, 
Mona, Hing, Henderson, & Sawaya, 2014). Best-practice recommendations to address 
obesity in primary care are to screen and treat women before and between pregnancies, as 
this is the time when weight loss is most effective in comparison to during pregnancy 
(Hanson et al., 2017). Also, this is an opportune time when women have regular contact 
with health care providers and women may want to make healthy lifestyle changes, 
motivated by having a healthy pregnancy and motherhood (ACOG, 2015). Best-practice 
recommendations also include using a team of various health care providers to support 
physicians in providing effective treatment for obesity (Dietz et al., 2015). The first-line 
of treatment for obesity in primary care is a combination of three factors: promoting 
regular physical activity, a regulated nutrition and diet plan, and adopting specific 
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behavior strategies (Dietz et al., 2015). This project proposes that occupational therapists 
(OTs) make valuable team members in primary care because they are distinctly qualified 
to support clients in adopting the necessary behavior strategies to reach their wellness 
goals. OTs are distinctly trained to evaluate and address health management routines by 
considering a woman’s environment, social roles, function, and mental health (Dahl-
Popolizio, Rogers, Muir, Carroll, & Manson, 2017). Furthermore, OTs can assist 
OB/GYNs in raising their rate of counseling and treatment of obesity by addressing and 
modifying barriers to lifestyle changes and physical activity—topics ACOG recommends 
are discussed during visits (ACOG, 2016). As well as support the physician’s 
recommendations for patients through client collaborative goal setting, coordinating care 
for additional services or follow-up, assessing the patient’s readiness for change and 
progressing the patient to action. These services are not all inclusive and there are many 
more potential services an OT may provide in primary care, as Dahl-Popolizio et al. 
(2017) recommends that OTs work at the top of their license---meaning use their full 
skill-set which may include screening, addressing, and referring for mental health 
conditions, musculoskeletal conditions, adaptive devices, and more.  
However, OTs and OB/GYNs are unaware of OT’s role in this setting and OT is 
being underutilized in the primary care of women. Leaders in the profession recommend 
that the first step to promote OT in an emerging practice, such as this, is to continue to 
define and educate OTs of their role (Farmer, Prestwich, & Muir, 2013;Koverman, 
Royeen, & Stoykov, 2017). One way to educate health care professionals about an 
emerging topic in their practice is through an interactive online continuing education 
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seminar, also known as a webinar. Online learning provides affordability and 
convenience for the participants because there is no travel cost or time-off from work 
required, as compared to an in-person seminar (Pittman & Lawdis, 2017). A study shows 
that full-time working OTs have benefited from online learning because of the ease to 
access the material at times that are convenient for them, go at their own pace, and replay 
the recorded videos/audio as needed (Boyle et al., 2013). Interactive online learning 
courses, such as webinars, may also increase the participant’s confidence and change 
their attitudes about a subject (Boyle et al., 2013). Additionally, when combined with 
workshop-like techniques (multifactorial learning-visual, kinesthetic, audio) practitioners 
are more likely to use learned information in their practice (Pittman & Lawdis, 2017; 
Thomson O’Brien et al., 2001).  
Therefore, Forming Partnerships with Obstetricians & Gynecologists: Exploring 
Occupational Therapy’s Role in the Primary Care of Women is a continuing education 
webinar that will compile resources and use evidence-based literature to describe how 
OTs make valuable partners in an OB/GYN interdisciplinary primary care team in the 
management of obesity among women of reproductive age. OTs will benefit from 
participation in this webinar because they will receive continuing education credits that 
are necessary for the renewal of their license. Due to the depth of this topic, the webinar 
will be presented as a 5-hour series of three modules that build on the information 
presented in the previous module and increase in level of expertise from “Beginner” to 
“Advanced”. The modules will cover topics such as, best-practice recommendation for 
addressing obesity, physical activity, and weight bias in primary care. It will also discuss 
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and align ACOG’s and the American Occupational Therapy Association’s (AOTA) 
position about their role in primary care. Lastly, the webinar will use an OB/GYN case 
study to provide learners with an example of how to apply OT’s potential role combining 
this author’s proposed Modified Obesity Assessment Algorithm and Ecology of Human 
Performance worksheets with the established frameworks used in primary care –5 A’s 
framework (Ask, Advise, Assess, Assist, and Arrange), Motivational Interviewing, and 
Stages of Change theory (Dietz et al., 2015; Pollack et al., 2016a;Pollack et al., 2016b).  
General Conclusions  
There is a need for resources to educate OTs about their potential role in 
addressing a pressing public health issue in the management of chronic health conditions 
impacting women of reproductive age in the U.S. Forming Partnerships is intended to be 
an online continuing education webinar for OTs, designed to promote the integration of 
OT services in an OB/GYN primary care setting by defining a role for OTs, increasing 
OT’s awareness of this role, and providing educational resources that may be used in 
future practice.  					
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Forming Partnerships with Obstetricians & Gynecologists: 
Exploring Occupational Therapy’s Role in the Primary Care of Women 
A CONTINUING EDUCATION WEBINAR FOR OCCUPATIONAL THERAPISTS 
Vanessa Grijalba, MS, OTR/L OTD Candidate                
Description of Health Care Need   
 The rise in obesity and decreased 
physical activity in women of 
reproductive age is a public health 
concern, as it increases the risk of 
poor health, occupational 
performance and economic hardship 
for women and their offspring, hence 
future generations. 4 
 
 There is a need to improve the rate of 
counseling and method of treating 
obesity in Obstetrician & Gynecology (OB/GYN) primary care, as most women, especially 
in their 20s, rely on OB/GYNs for their primary and preventive care. However, OB/GYNs 
are not routinely addressing obesity due to 
self-reported barriers including: weight bias, lack 
of time, and lack of training. 3,4 
 It is best practice to utilize a 
collaborative, interdisciplinary team 
approach to address obesity in primary 
care. 3 
 Occupational Therapists (OTs) 
make valuable partners in OB/GYN 
primary care teams, as OTs have a 
unique role in addressing performance 
of health management and maintenance in women with or at risk for obesity. 
1However, OTs have limited definition and awareness of their potential role in OB/GYN PC 
due to its emerging nature2. A multifactorial, continuing education webinar is one way to 
increase OT’s awareness, positive attitude, and self-efficacy about this topic. 5 
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Description of the Project to Address Health Care Need Forming Partnerships is 
designed to facilitate the integration of OT services in OB/GYN PC teams with the objectives to:
 
Potential participants: U.S. licensed OTs of varying levels of experience who are interested in:  
✓ Primary care 
✓ Women & Maternal health 
✓ Management of obesity in primary care
Potential webinar host:  
occupationaltherapy.com  
 
Potential Continuing Education Hours: 5 hrs 
or 0.5 CEUs pending approval from AOTA. Due 
to the depth of this topic, the webinar will be 
presented as a series of 3 modules
______________________________________________________________________________ 
Impact on Occupational Therapy  
This webinar aligns with the American Occupational Therapy Association’s Vision for 20256:  
✓ “Work with physicians to holistically address patient barriers to health.” 
✓ “Address emerging societal needs in women’s health.” 
✓ “Use evidence-based resources to guide best practice.” 
Module 1  
(60 min)  
Beginner: 
 
Intro to health need 
and OTs role in 
OB/GYN. Discuss 
integration and 
advocacy 
recommendations.  
Module 2 (120 min) 
Intermediate: 
 
Discuss obesity, physical 
activity, & weight bias best 
practice in PC. Intro to 
Ecology of Human 
Performance and OT’s role in 
modified  Obesity Assessment 
Algorithm.  
Module 3 (120 min) 
Advanced:  
 
Intro to 5A’s and Motivational Interviewing, assessing readiness for change and application of 
OT’s role in modified Obesity 
Assessment Algorithm with case study.  
  Identify & increase OT’s awareness of a potential role for OTs in OB/GYN 
  Provide evidence-based educational resources for OTs in primary care  
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